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With handy control switch, patient can adjust movement of bed to posi- 
tions pre-set by nurse with TOUCH-TOE selector—thus freeing staff for 
other duties. Master switch permits hospital personnel to immobilize en- 
tire unit. Bed is listed by Underwriters’ Laboratories, Inc., for use with 
oxygen administering equipment. 
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TOUCH-TOE Control 


_ sets new standards of simplicity and convenience in the 


Hospital Bed 


Fully motorized -— yet 
priced so low © 
any hospital can afford it 


_ Now—Borg-Warner brings you a fully motorized hospital 


bed without equal in simplicity, convenience and low cost. 
With exclusive TOUCH-TOE position selector, there's no 


‘bending, stooping or reaching—just a touch of the toe 


selects the desired position, and patient control switch 
adjusts the bed, automatically, smoothly and quickly. It's 
as easy as that. 

Equally important, the Borg-Warner bed is a marvel of 
simplicity. The single, low-amperage motor operates the 
bed through all positions: Trendelenburg, Reverse Trendel- 
enburg, Stretcher Level, Knee and Back Rest, Fowler, High- 
Low, and Vascular. 

in low position, the Borg-Warner bed is only 16 inches 
from the floor—at stretcher level a full 34 inches, 4 to 
8 inches higher than any other motorized bed. 

Designed in consultation with recognized hospital author- 
ities, and thoroughly tested in leading hospitals, the Borg: 
Warner.bed now puts the advantages of a simplified, de 
pendable, fully motorized bed within reach of any hospital. 
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‘‘you can 

let him sleep 
here's 

our patient’’ 





Ident-A-Band 


helps keep disturbances 
(and tempers) down and 
your error-free record up. 
There’s no need to wake a 
patient to check identity, or 
risk a sleep-confused “yes” 
in answer to any name. Just 
a glance at the wrist and 
you're sure of correct iden 
tity before giving medica- 
tions or care. 

Whether by day or at 
night, you can depend on 
Ident-A-Band to _ identify 
the right patient. And your 
patients can depend on com- 
fort. Write for details. 


_HoLuUstere 


INCORPORATED 
833 N. Orleans St., Chicago 10 





nursing homes 


The Need 


for Medical Records 


by Florence L. Baltz, R.N. 
Washington Nurses Home 
Washington, Illinois 


™ NURSING HOMES are relatively new 
in the United States. During the last 
20 to 25 years they have grown from 
a few in number to about 25,000 with 
approximately a capacity of 450,000 
beds. About 81 percent of the homes 
are proprietary; some are operated 
by physicians, registered nurses, and 
licensed practical nurses; however, 
many in this field have had no pre- 
vious hospital experience of any 
kind. 

Due to the many social, economic 
and medical factors the need for 
more nursing homes will continue to 
grow. Nursing homes are being rec- 
ognized as a health care facility and 
are taking some of the burden from 
hospitals by releasing beds for those 
who are acutely ill and providing 
care for those who can no longer be 
cared for in their own homes or else 
have no home. 

The American Nursing Home As- 
sociation was organized about 10 
years ago and the first seven or eight 
years were spent in organizing state 
associations. Therefore, it has only 
been within the last two or three 
years that we have been able to con- 
centrate our efforts on developing 
programs that would upgrade pa- 
tient’s care in these facilities. 

It has been necessary for us to en- 
courage state licensing agencies to 
strengthen their laws, rules and reg- 
ulations and to enforce the same. 
Licensing laws in many states were 
and still are inadequate but by closer 
cooperation on a national and local 
level we see much being accom- 
plished in the best interest of the pa- 
tient. 

When licensing programs started 
in nursing homes 10 to 15 years ago, 
few homes had records of any kind. 
Some homes did not have even the 
age or address of a patient on file. 
To give the homes an idea of the 


Presented at the meeting of the Associa- 
tion of Medical Record Consultants, Chi- 
cago, Ill. 


For more information, use yellow postcard inside back cover. 


type of information that should be 
kept, the department set up forms 
and in several states provided them 
as a part of their service to the ad- 
ministrator. The furnishing of these 
forms no doubt expedited improve- 
ment in record keeping. These forms 
included admission and death rec- 
ords, physician’s orders, nursing 
care notes, meal planning personnel 
records and patient service data. 

It was not at all unusual to find 
these records being kept in loose 
leaf notebooks, and maybe just a 
statement or two recorded during a 
week or even a month. 

The administrators did not realize 
the risk in failing to keep adequate 
records, but our members are be- 
coming increasingly aware as to the 
necessity for good medical records. 
They are recognizing that records 
are a storehouse of knowledge con- 
cerning the patient. To be complete 
the medical record must contain 
sufficient data written in sequence 
of events to justify the diagnosis and 
warrant the treatment and the end 
results. In nursing homes, as in hos- 
pitals, it is a yardstick by which the 
quality of the work done by the 
physician and nursing personnel 
may be measured. 

The majority of patients cared for 
in nursing homes are chronically ill 
and chronic disease is becoming 
more and more a major medical 
care problem so the importance of 
medical records and record keeping 
in this field can not be over-empha- 
sized. 

Much more information than is 
now available is needed about the 
chronically ill patient. It is needed 
for evaluation of patient care, edu- 
cation of health personnel, com- 
munity planning and studying of 
local health problems and needs and 
especially for medical research. 

It has been difficult to secure mal- 
practice insurance for nursing homes 
and one of the insurance company’s 
concern is what type and how rec- 
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ods are kept in the home. They also 
want to know if they are filed and 
kept properly for the length of time 
required by the state statute. 

Nursing homes are placed in the 
same category as hospitals insofar as 
record keeping is concerned. Nurs- 
ing home owners must provide these 
records for their own protection. 

They must also provide records of 
any injuries suffered by visitors, em- 
ployees and others while on the 
premises of the home. 

The active medical record begins 
with the admission of the patient. 
The admission record requires for its 
completion, sociological data which 
identifies the patient and other facts 
necessary in case of death or emer- 
gency. It should be completed prior 
to or immediately upon admission 
of the patient and becomes the initial 
part of the patient’s chart. 

There are three major sections of 
the medical record: 


1. The identifying section 


2. The medical section which in- 
cludes information to be collected 
by or under the supervision of the 
attending physician and recorded 
under the following headings: 

Chief complaints 

Present illness 

Family history 

Personal history 

Physical examination 

Physician’s progress notes 

We have had some difficulty in 
getting the physician to write prog- 
ress notes but in Illinois we must 
now have progress notes written 
every time the physician calls on a 
public assistance recipient; therefore 
it is making it easier to get notes re- 
corded on all charts. 

Physician’s orders shall be written 
and signed by the physician. These 
written orders are the only author- 
ization the nurses have for rendering 
services. Emergency and telephone 
orders may be taken by a responsi- 
ble person with sufficient experience 
and knowledge to assure that they 
are correctly understood. The doctor 
must sign the order on his next visit. 

The discharge record is essential 
for the purpose of the annual report, 
for research and for protection of 
the institution because of possible 
legal action taken by the patient or 
his ‘amily in case of complaint. 


3. Nurses’ Section. The nurses are 
tesponsible for this section. It is a 
teport of their observation and care 
of the patient as directed by the 
Physician. It contains the graphic 
chart: and the nurse’s bedside rec- 
ord. This record is of observations 
made by nurses and of the treatment 
and services rendered by them to 
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the patient in the absence of the 
physician. Nursing notes should be 
kept on all patients and the use of 
the record will vary according to 
the health needs of the patient. Be- 
cause of the length of stay of pa- 
tients in nursing homes, the records 
can become quite bulky and take up 
much filing room. When a patient’s 
condition remains the same for 
months it’s possible to minimize the 
notes so we developed a form for 
our two homes that we have found 
is satisfactory but after three years 


we need to review and revise it toa 
degree. This record has space for 
medication and treatment; diet, ap- 
petite; elimination; sleep; bath; 
blood pressure and weight; and re- 
marks. Blood pressure and weight 
are both very important for our type 
of patient. We can chart this infor- 
mation on one sheet for a two-week 
period. The nurses on each shift 
must sign their names and different 
colored ink is used on each shift. If 
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Indexing Forms for Diseases... 
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e Make hospital records readily available for research 


® Conform with the STANDARD NOMENCLATURE 
e = Made in single or double (folded) card style 
» Designed for vertical OR visible files — 


e = May be punched for use in wire-hanger units 


e Card guides and filing cabinets also available 
e STANDARDIZED FORMS . .. Immediate Delivery . . . Low Cost 
For Samples Write Dept. 24 
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™ ACCOUNTING FOR GIFTS, bequests and donations with 
restricted purposes has been a problem for hospitals in 
the past but gradually the practice is being established 
of recording the income as a gift at the time received. 

Seventy-eight (78) percent of our sample reported 
following this practice. But a significant number 17 
percent reported such amounts as income only when 
they are spent. a 


Average Length of Patient Stay 
(in days 
MGY, TORO. acini sacione es 


August, 

September, 1960 ........ 
October, 1960 ... 
November, 1960 
December,. 1960 . 


6.8 
6.5 
6.9 
6.5 
6.8 
6.9 
7.0 
7.0 


Average Operating Expenses Average Patient Charge Per 
Per Bed Per Month (Total Beds) Bed Per Month (Total Beds) 


November, 1959 721.5 November, 1959 
December, 1959 . , December, 1959 
paeaty, 1960 

ebruary, 


August, eos August, 
September, 1960 i September, 1960 
October, 1960 

November, 1960 

December, 1960 


HOSPITAL MANAGEMENT 








oc 
» 
< 


SIN ADAAAAH 
Soom niowMo 





Hospital Supply 
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DV-22E 
RGICAL LIGH 
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The twin reflectors 

provide cool, shadow- 
reduced * ‘surgical light’’ 
© for every procedure. 


AMERICAN 
STERILIZER 


ERIE*PENNSYLVANIA 














), course the ultimate reason is for better visibility . . . 
under cooler operative conditions. However, another factor affects che 
surgeon’s preference . . . his confidence in the integrity of Amsco lighting research. 
For years, knowledgeable surgeons the world over have looked to Amsco’s 
proved ‘“‘dual video”’ principles for more effective surgical illumination. 

DV-22E accepts this challenge of continued trust. It is a surgical light of 
abundant color-corrected, cool illumination.Two highly efficient polished reflectors 
permit excellent shadow reduction. Each may be guided easily, smoothly 
by the surgeon or his nurse along strong, 9-foot extruded aluminum tracks. 
Whatever the procedure, DV-22E will fulfill every operative lighting need. 


For your copy of ‘‘LiGHTING ror THE Hospitat;’ write for LC-122. 


The most trusted name in Surgical Lighting 
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MAKE THIS FINGER-PUNCTURE STRENGTH TEST 
Prove it to yourself—draw your finger nail across the Nylon 
Film ... then try to force fingertip through. See how ob- 
jects are safely protected from puncture contamination. 


. ® 
Sane NYLON 
AUTOCLAVABLE FILM 
DURABLE * REUSABLE * TRANSPARENT 


It is steam permeable yet impermeable to bacteria, keep- 
ing contents sterile till needed. Highly effective, it resists 
tearing or puncture and is reusable for repeated auto- 
claving, an important economy feature. Use normal ster- 
ilization techniques up to 287° F. Transparency of Nylon 
Film permits immediate identification of contents. Avail- 
able in 13 widths from 1” to 25” and in 2 thicknesses. May 
be cut to desired length for instruments or packaging 
of linens and dressings. Sealed, sterilized contents may 
be stored in original package until required. 


write for descriptive literature 


SIERRA ENGINEERING CO. 


R. A. HAWKS DIVISION — 
123 E. Montecito « Sierra Madre, Calif. 


For more information, use yellow postcard inside back cover. 





THE PULSE OF CONGRESS is 
best indicated by the 217-212-House 
vote which enlarged the Rules Com- 
mittee to clear the way for floor de- 
bates on Administration programs. 
Although the GOP-Southern Demo- 
crat coalition was beaten, the nar- 
row vote shows that Kennedy forces 
may still have to make big conces- 
sions on major bills — including 
health care for the aged. So far any 
compromise on the method of financ- 
ing eldercare has been impossible, 
largely due to the bitter feud be- 
tween the AMA and AFL-CIO. But 
now both sides cautiously ponder a 
possible solution whereby Social Se- 
curity would cover only hospitaliza- 
tion and nursing home care, with 
each state Blue Cross administering 
payments to contracting institutions. 
Administration by Blue Cross would 
insure conservatives: 1) That the 
government would not bypass AHA 
accreditation standards in favor of 
federal regulations; 2) That Wash- 
ington would not run the whole 
show. All other medical services 
would be furnished by state govern- 
ments under the present Kerr-Mills 
Act. 


VETERANS ADMINISTRATION 
has unwittingly become a pressure 
group for social security-type elder- 
care. Reason: VA can’t possibly 
build hospitals fast enough to ac- 
commodate the sharp increase in 
veterans reaching the over-65-age 
group. If these vets could receive 
free care in civilian hospitals through 
social security payments, VA hos- 
pitals would be relieved of much 
pressure. Meanwhile, Congress has 
already received seven bills to cre- 
ate additional VA hospitals in these 
locales: Southern New Jersey; Clark 
County, Nevada; Puerto Rico; 
Southern Texas; Jacksonville, Fla.; 
Gainesville, Fla.; Bay Pines, Fla. 


GOVERNMENT HOSPITAL OFFI- 
CIALS have their fingers crossed 
that the fiscal 1962 Hill-Burton 
budget will reach an all-time high. 
The outgoing Eisenhower Adminis- 
tration budget requested $150 mil- 
lion — $25 million more than any 
previous year. Kennedy’s budget 
may revise this figure upward, or he 
may just send it to Congress as is 
with the understanding that he'll 
abide by its decision. What’s im- 
portant is that for once. in eight 
years the House and Senate Appro- 
priations Committee won’t have to 
labor under the threat of a Presi- 
dential veto when increasing the 
Hill-Burton funds. Thus, chances 
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ELEVENTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTIONS 


tunity to help you in some area of infection control, 

we've been newly impressed with the increasingly 
evident desire for information on specific environmental 
control measures tailored to fit specific areas of the pa- 
tient’s environment. Since this environment includes the 
patient’s complete hospital surroundings—the air around 
him, his clothing, the utensils he touches, the room furni- 
ture, the hospital floor, the people whom the patient con- 
tacts, and the people and instruments who contact him— 
practical applications for Amphyl®, O-syl®, and Lysol® 
disinfectants, and Tergisyl® detergent-disinfectant are 
many. Yet, getting the information you want to you in a 
form practical for evaluation by groups, such as your 
Committee on Infections, as well as practical for use by 
those responsible for carrying out control measures, is a 
project we’ve been working on for some time. 


Ri: day as your letters come in giving us the oppor- 


Now, we are happy to announce our new infection con- 
trol kit titled, “Contamination Control That Works...in 
Your Hospital.” We call it a kit because in a conveniently 
indexed file jacket you will find there is a varied collection 
of pertinent material. Current reprints are accompanied by 
completely new brochures covering the “how, where, and 
when” of dependable contamination control. Specific sug- 
gestions are given for general housekeeping, isolation units, 
O.R. and recovery, O.B. and maternity, nursery and pedia- 
trics, emergency and outpatients, and laundry. And, of 
course, bacteriologic data confirming the broad spectrum 
activity of all L&F disinfectants is shown. (As you prob- 
ably know, they are widely microbicidal, including staphy- 
locidal, pseudomonacidal, tuberculocidal, and fungicidal.) 

Your contamination control kit is ready. Please let us 
know where you would like to have it sent. If you would 
like each member of your Infections Committee to also 
have a kit, we will be glad to send multiple copies individ- 
ually addressed. 


Are you becoming alarmed over the increasing number 
of patients with hepatitis? Since this virus thrives in blood 
and feces of infected patients, instruments and utensils 
used on or by them, and not carefully handled or properly 
sterilized, are potential spreaders. Dr. Alexander D. Lang- 
muir, chief epidemiologist of the Public Health Service's 
Communicable Disease Center, Atlanta, has warned that 
the peak incidence of 41,000 cases reported in 1960 may 
go as high as 60,000 this year. For the first few weeks of 
the year, USPHS-HEW reports already show incidence 
89% above the same period last year and 189% above the 
same period in 1959. 

L&F Instrument Germicide can be used in a practical 
way to fight the spread of hepatitis. Here’s how—heat L&F 
Germicide to the boiling point, immerse instruments and 
hold at boiling point for 20 minutes. This destroys the 


viruses Causing serum and infectious hepatitis, as well as 
bacterial spores. Boiling with plain water should not be 
relied upon to effect complete sterilization even if carried 
out for several hours. Would you like our new folder on 
Instrument Germicide? If so, please write us. 


“If one is to control infections in a general hospital, one 
must control the environment of the patient.” In the Journal 
of the Tennessee State Medical Association, December, 
1960, Dr. J. L. Farringer, Jr., introduces his report on 
practical answers to infection control with this pertinent 
comment. Attention to details of general housekeeping are 
cited as very important in reducing the reservoirs of bac- 
teria within the hospital. For instance—germicidal launder- 
ing of mops after each day’s use, frequent changes of mop 
water, and use of a disinfectant-detergent are recom- 
mended. In this hospital, L&F Tergisyl was found satis- 
factory for these purposes as well as for the flooding and 
wet vacuum pickup technic for disinfecting operating room 
floors. Blankets were reserved for individual patients and 
routinely disinfected with Amphyl® during the laundry 
process. Would you like a reprint? 


When two London physicians introduced staphylococci 
in varying dosages into artificial skin lesions in man, the 
experiments soon had to be discontinued because of septic 
lesions, such as boils and abscesses, developing on other 
parts of the subjects’ bodies. (The Lancet 2:1373, Decem- 
ber 24, 1960). It was shown that as few as fifteen seeded 
organisms multiplied rapidly to form a septic lesion. Also, 
test subjects became nasal and perineal carriers. 


Have you started using Amphyl® Spray—our new 
spray-on spot disinfectant and space deodorant? This handy 
16-0z. spray-on form of Amphyl is catching on fast. If 
mildew is a problem for you, you'll surely want to try it. 
Write us for the descriptive folder. You'll want several 
cans on every floor to supplement other disinfection pro- 
cedures and take care of malodors at once. 


If you have a particular infection control problem 
plaguing you, perhaps we can offer a suggestion. Our re- 
search laboratories and technical advisers are ready to 
help and I, personally, hope to hear from you. 


Robert E. Dickens 
General Sales Manager 
Professional Division 
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ANSWER: Several good candidates 
may be available through the Na- 
tional Association of Sanitarians. 
CONSULTING You should contact Professor 
Nicholas Pohlitt, R.S., M.P.H., Ex- 
ecutive Secretary of the N.AS., 


with Doctor Letourneau University of Denver, Denver, Colo- 
rado. 


Billing of Patient 


Hospital Sanitation hospital sanitarians would be 

helpful in solving our problems 

QUESTION: On. several oc- of cross-infections. Where can 
casions, you have mentioned that we find these people? 


QUESTION: A patient is ad- 
mitted to the hospital in the care 
of Dr. X. After 4 days Dr. X 
transfers his patient to Doctor Y 
who signs the discharge note. 
Which of these two physicians 
should send a bill to the patient 
or to the insurance company? 





ANSWER: Each physician should 
bill the patient or the insurance 
company for the services which he 
has rendered to the patient. Each 

should submit separate bills which 
Smooth or Creped should be itemized if possible. If 


the physicians are in partnership a 
EXAMINATION TABLE combined bill in the name of the 


J, awa, fo partnership may be submitted since 
both partners are jointly and sev- 
erally liable to the patient. 


Collection of Fees 


QUESTION: I am greatly con- 
fused about the ethics of billing 
of patients by physicians. Our 
medical staff insists that it is per- 
fectly proper for the surgeon to 
bill a patient and then remit half 
the fee to the referring physician. 
Others maintain that it is proper 
for the attending physician to 
collect the entire bill and then 
give the surgeon his portion. Can 
you advise me? 


ANSWER: The Principles of Fi- 
nancial Relations in the Profession- 
al Care of the Patient, published in 
; the September-October, 1960 Bul- 
Finest pure white, wet-strength paper in full range of sizes — letin of the American College of 
82 x 2%" dia., 14%, 18, 20,21 x 3%" dia, 18 x 4%" dia. in Surgeons states definitely that a 
Smooth...14', 18, 20, 21 x 3%" dia., 18, 20 x 6” dia. in Creped Fellow of the College should refuse 
... Also 18 x 24” and 20 x 30” Creped Sheets. Each roll in to permit a referring physician to 
a bag with Patented Flik-Opener bottom for easy opening. collect his fee for him and should 


refuse to collect the fees of other 
OTHER PRO-TEX-MOR DISPOSABLES: — Sterilizer Bags and doctors collaborating in the care of 


Wraps for Syringes, Catheters, Gloves and Bed Pans © Nipple . . . 
Covers © Pro-Tex-Wrap © Waste Can Liners © Flushable Bed Pan the patient. I think this should also 


and Urinal Covers « X-Ray Storage Envelopes © Examination 


apply to physicians who are not Fel- 


Gowns. Also plastic pillow and mattress covers and aprons. lows. 


MEDICAL DIVISION Inspection of Medical Records 
CENTRAL STATES PAPER AND BAG CO. 
5221 Natural Bridge « St. Lovis 15, Mo. QUESTION: Our local lawyers 
insist that the law now permits a 
SOLD EXCLUSIVELY THROUGH MEDICAL AND SURGICAL SUPPLY DEALERS patient or his representative to 


PRO-TEX-MOR 
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SURGICAL TAPE 
- MICROPOROUS 


No. 53C 
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“SCOTCH” SURGICAL TAPE ORDINARY PERFORATED TAPE 


EXCLUSIVE CONSTRUCTION tert: macro- 
photograph (20x) of ‘‘SCOTCH”’ Brand Surgical Tape 
shows totally microporous structure of both the non- 
woven backing and the thin, non-reactive, non-mobile 
adhesive which permit unprecedented ventilation. 


RIGHT: In contrast, thick ‘“‘creeping’’ adhesive ‘mass 
of conventional tape forms occlusive barrier, tends 
to plug widely spaced pérforations, embeds and pulls 
hairs...contains irritating natural rubbers and resins. 


APPLICATION: Unlike conventional adhesive tapes, new 
“SCOTCH” Surgical Tape does not slip or ‘‘creep’’ and 
should ordinarily be laid on without tension. Where ten- 
sion is desired or anticipated, shear stress on the skin 
may be prevented by cross strips of ‘‘SCOTCH” Surgical 
Tape at the ends of primary application. AVAILABLE: 
through surgical supply dealers; in usual widths, 1/2 to 
3 in., 10 yd. rolls. 


Wiianesora ]Jfinine ano 
Manuracrurine company 
e+ + WHERE RESEARCH IS THE KEY TO TOMORROW 
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copy hospital and medical rec- 
ords concerning his care and 
treatment, whether or not there 
is any case pending in a court of 
law. Can you please advise if this 
is correct? 


ANSWER: Such a law was actually 
enacted in Wisconsin in 1959 but ap- 
plies only to that state. A similar 
law also exists in the state of Con- 
necticut. In effect, this law permits 
any attorney with the signed con- 
sent of the patient to inspect the 
hospital record to determine if there 


are grounds for a malpractice suit 
against the hospital or the physician 
who treated the patient. 


False Diagnosis 


QUESTION: One of our sur- 
geons diagnosed a tumor of the 
uterus and proceeded to perform 
a hysterectomy on a twenty-six 
year old patient. His preoperative 
and postoperative diagnosis was 
fibromyoma of the uterus. The 
pathology report showed a nor- 





proves 


ase! 
si. 


m\\ 








18 


Dependable Closed Circuit TV Systems by Philco 


Philco closed circuit TV systems are proving themselves 
invaluable in operating rooms, radiology departments, 
psychiatric sections, laboratories and many other areas 
in hospitals across the country. Philco’s extensive ex- 
perience with hospital TV systems is your assurance of 
maximum system flexibility and economy. Fully tran- 
sistorized equipment with Philco’s “building-block” 
design guarantees reliability, ease of operation, freedom 
from maintenance problems and permits future expan- 
sion without costly replacement. Write today for 
complete information and your copy of the Philco 
Closed Circuit TV System Planning Guide. 


Government & Industrial Group 


4700 Wissahickon Ave., Philadelphia 44, Pa. 
tn Canada: Philco Corp. of Canada, Ltd., Don Mills, Ontario 


PHILCO 


== Famous for Quality the World Over 


For more information, use yellow postcard inside back cover. 








mal uterus with no signs of any 
tumor. Despite this, the surgeon 
insisted in completing the sum- 
mary page as “fibromyoma of the 
uterus.” Whose judgment should 
prevail in this case? : 


ANSWER: This is a clear case of 
false diagnosis. The record should 
not be filed until it has been passed 
both by the medical records and the 
tissue committees of the medical 
staff. These committees should make 
their recommendations and_ the 
summary sheet should be corrected 
in accordance with the recommen- 
dations of these committees. Action 
should also be taken concerning the 
offending surgeon. 


Administrator's Job 


QUESTION: One of my best 
friends has just been fired from 
his job as administrator. I feel 
that I could handle this job but 
am afraid that it might be un- 
ethical for me to apply for it in 
view of our friendship. What 
should I do? 


ANSWER: If the retiring adminis- 
trator is really a good friend, he will 
assist you in any way that he can to 
get the job. If he refuses to help 
you, you should apply for the job 
anyway as he demonstrates in this 
way that he is not a sincere friend. 


Exchange Transfusions 


QUESTION: Where should ex- 
change transfusions on newborn 
babies be carried out; in the 
operating room, in the delivery 
room or in the nursery? 


ANSWER: Opinion is divided on 
this point, but as a general rule, it 
should be carried out wherever the 
best facilities are available in the 
hospital. 


Tax Deductions 


QUESTION: Our chief surgeon 
employs his son as chauffeur 
after school to drive him around 
on his calls. He pays him and 
deducts the salary and so far has 
not been challenged by the In- 
ternal Revenue Service. Why 
this discrimination in favor of 
the physician, why can’t I, as an 
administrator, do the same thing? 


ANSWER: You should consult a 
good tax attorney before you do 
something foolish. 8 
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hospitals & the Law; 


by Emanuel Hayt, LL.B. 


Paying Patient in District 
Hospital Cannot Recover 
Damages for Personal Injuries 


™ BY THEIR COMPLAINTS plaintiffs 
sought to recover damages for in- 
juries alleged to have been suffered 
by Louisa C. Muskopf while a pay- 
ing patient at the Corning Memorial 
Hospital operated by the Corning 
Hospital District, Tehama County, 
California. 

The sole issue presented is 
whether or not a hospital operated 
by a hospital district may be held 
liable for injuries to a paying pa- 
tient allegedly received as the re- 
sult of negligent treatment or care. 

This is the fourth time that coun- 
sel for plaintiffs herein have pre- 
sented the same question to this 
court. Since that court has not seen 
fit to change the rule as enunciated 
in Talley v. Northern San Diego 
Hospital Dist., 41 Cal.2d 33 [257 P. 
2d 22], it necessarily follows that 
the order of the trial court was 
proper and must be sustained. 

The judgment of dismissal was 
affirmed. 

(Muskopf v. Corning Hospital Dis- 
trict, G. Cal. Rptr. 245) 


Fails to Prove Death of 
Maternity Patient Caused 
by Transfusion With 
Incompatible Blood 


™" THE DECEASED had been, on De- 
cember 19, 1955, duly admitted as 
a confinement patient to 3555th 
USAF Hospital, Perrin Air Force 
Base, Sherman, Texas, being then 
a dependent of a member of the 
Armed Forces. 

On December 24, 1955, at about 
1616 hours, the deceased was de- 
livered of a stillborn child and suf- 
fered post partum hemorrhaging 
(1,000 ce’s of her normal blood vol- 
ume), with attending shock, and 
that during the course of treatment 
of the deceased, at about 1630 hours, 
transfusions of whole blood were 
ordered and caused to be transfused 
into the veins of the deceased by 
treating medical personnel at said 
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transferred to Brooke Army Hos- 
pital on December 26, 1955, where 
she shortly died of a lower nephron 
nephrosis (degenerative disease of 
the kidney). 

The Court found that not only 
the direct testimony but the cir- 
cumstantial evidence, with all the 
dignity given it by res ipsa loquitur 
as well, were insufficient to estab- 
lish negligence and that the treat- 
ing medical personnel at the Perrin 





hospital. Subsequent to the trans- Hospital proceeded in all respects 
fusions, the deceased failed to rally, with due care and skill and that 
her condition worsened and she was deceased’s death was not occasioned 








CARDIAC ARREST 


CAN OCCUR 
IN Your HOSPITAL... 


Each year about 10,000 
patients face sudden death 
IBS due to Cardiac Arrest. 


> 


(' iN 


S 






™ 


4 PM-65 with Electrocar- 
dioscope (optional) pro- 
vides preventive detec- 
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Deer the possibility of Cardiac Arrest, whether on 

the operating table, during post-operative 
recovery, on the ward with Stokes-Adams 
patients, or in the Cardiac Catheterization Lab- 
oratory, Electrodyne presents proven* instru- 
ments that provide preventive detection of any 
Cardiac Arrhythmia and completely automatic 
treatment in cases of Cardiac Arrest. 





*Developed in conjunction with Paul M. Zoll, M.D. 


Electrodyne D-72 
External Defibrillator 


Other combinations and associated instruments 
available — Write for complete information. 


ee 






bination P. ker and Defibrillator 
Model No. 43 
Separate units of Pacemaker 
and Defibrillator also available. 





Cardiac Alarm (Monitor) 
Model No. 54 — A visual 
and audible monitor which 
sounds alarm at onset of 
Cardiac Arrest. 
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ELECTRODYNE CO., INC. 60 ENDICOTT STREET, NORWOOD, MASSACHUSETTS 
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Portable Cardiac Pacemaker 
Model TR-3 
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by nor the result of any negligence 
on the part of the employees. 
(Gillen v. United States, 11 CCH, 
Neg. Cases 2d 833—USDC-Calif.) 


No Recovery Against State for 
Alleged Improper Instructions 
for Use of Tetanus Antitoxin 
Serum 


™ THIS SUIT WAs brought to recover 


damages for the total and perma- 
nent paralysis of plaintiff below the 
tenth vertebrae. There was no dis- 
pute as to the basic facts. The par- 
alysis was the result of an intra- 
spinous injection by plaintiff's 
physician of tetanus antitoxin serum 
made and distributed to doctors, 
free of charge, with accompanying 
instructions and information by the 
State Department of Public Health 
as part of its public service. 



















THE JOHN 


Mechanical tests show the RV-3 reaches an oxygen concentration 
of 100% — and HOLDS 100% even after oxygen is cut off. The 
Refrigomatic provides a humidity ranging from 40% to 100% 
PLUS fog. Cleaning is easy and fast with this unit permitting 
thorough disinfection from staph, etc. New stainless stee] cabinet 
provides permanent beauty and easy care. Also available in 
durable baked enamel hammerloid finish. 


A DEMONSTRATION WILL PROVE 
REFRIGOMATIC’S SUPERIORITY 





The BUNN 
Refrigomatic 
OXYGEN 
TENT 





TENT THAT 





Produces and holds true 
high concentrations 


Provides highest humidity 
Cleans completely in minutes 
Is Available in Stainless Steel 
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BUFFALO 22, N.Y. 
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There was no claim that there 
was anything wrong with the serum 
which the State furnished and it 
was undisputed that plaintiff ac- 
tually contracted the disease known 
as tetanus, despite the administra- 
tion of the serum as a preventive 
measure, as a result of a compound 
fracture of a finger sustained while 
participating in a horse pulling con- 
test with which the State had no 
connection. It was entirely undis- 
puted that the introduction of any 
foreign substance into the spinal 
canal would have caused the dis- 
astrous result. 

The alleged negligence of the 
State was based solely upon printed 
information to doctors accompany- 
ing the serum. This information was 
to the effect that there were three 
known possible ways to administer 
the serum, intraspinous, intravenous 
and intramuscular injections, and 
that it was “generally recognized” 
that the intraspinious and _ intra- 
venous methods were far superior 
to the intramuscular for the initial 
injections. The court emphasized the 
importance of the fact that the State 
mentioned all three methods and 
mentioned that there was a con- 
siderable difference of opinion as to 
which method should be used. 

The following conclusions were 
reached by the court: (1) tetanus is 
a rare disease in the United States, 
almost always fatal if untreated; 
(2) that the administration of the 
serum supplied was the only known 
remedy; (3) that any method of ad- 
ministering the serum was danger- 
ous and involved a risk; (4) that 
once contracted the disease pro- 
gresses rapidly, and prompt and 
drastic measures are essential to 
avoid fatal consequences; and (5) 
there is a difference of respectable 
medical opinion as to the most 
effective administration of the ser- 
um. The instructions attendant with 
the serum were merely suggestive 
in nature and a qualified physican 
was free to use the method best 
suited, in his opinion, to his particu- 
lar case. In light of the above find- 
ings, the judgment for plaintiff was 
reversed and his claim dismissed. 
The court stated that to hold the 
State liable under the circumstances 
presented would mean that either 
the State must render no public 
service at all or be an _ insurer 
against any bad results that might 
follow. 

(Gielskie v. State of New York, 200 
N.Y.S. 2d 691) 
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A COMPLETE 
PLANNING 
SERVICE 


... Jrom hospital specialists 
who know your needs best! 







St. Mary’s Hospital, Detroit Lakes, 
Minnesota, recognized the importance of expert 
counseling in the selection of furniture — for 
distinctive ideas in interior design. Will Ross, 


- Inc. supplied it on a cost-saving purchase 


agreement. This complete hospital service saves 
your valuable time, simplifies ordering and 
assures modern, functional interiors. Your only 
charge is for equipment and furnishings ! 

Will Ross, Inc. plans, decorates and equips 
your hospital from reception to patient rooms, 
staff offices to surgery. And each area 
reflects the sound judgment and experience 
of a hospital specialist. 

Why not discuss your building or remodeling 
plans with a Will Ross, Inc. planning service 
representative. There’s no obligation. 

Write for details. 


W i L L : General Offices: Milwaukee 12, Wis. 


¢ Atlanta, Ga. ® Baltimore, Md. 


ee re) ho 3 : Cincinnati, Ohio © Cohoes, N. Y. 
INC. 


Dallas, Texas © Minneapolis, Minn. 
Ozark, Ala. © Seattle, Wash. 


ANOTHER WILL ROSS, INC., CONTRACT INSTALLATION 
St. Mary's Hospital, Detroit Lakes, Minnesota 


Selected for honorable mention by the Catholic Property 
Administration’s Committee for 1960 Architectural 
Awards Program. 


Foss and Co., Architects & Engineers, Moorhead, 
Minnesota; Fargo, North Dakota 


Sisters of St. Benedict - 

Reverend Mother Mary John, Prioress 

Sister Mary Bennet, Hospital Administrator 

John W. Larson, Bismarck, N. Dakota, General Contractor 
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PEPPERELL has designed this new blanket specifically for 


PEPPERELL 





hospital use. It is an “open-cell’ weave and it has many desira- 


ble features. It is pre-shrunk, completely washable, static and 





germ-free, warm, long-wearing, stain-resistant, and remains 


BLANKET 


white and fresh-feeling. 





And PEPPERELL proves the quality and complete washability of their GUARDIAN blanket 
with the world’s most authoritative proof... the CERTIFIED WASHABLE SEAL! 


ZA wmERICAN 


The Non-Profit Research and Development Center of the Textile-Laundry 
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The Seal means that these blankets have been tested both 
in our laboratories and under commercial laundry condi- 
tions... and have been approved on every count that con- 
tributes to thoroughly satisfactory washability. 


In short, you can rely on PEPPERELL GUARDIAN to deliver 
as promised. The CERTIFIED WASHABLE SEAL assures you 
of this! For further information on the blankets, please 
contact Pepperell Mfg. Co., at 111 W. 40th St., N. Y. 18. 


Bweeerrors OF Hf aaUNDERING 


Industries ¢ Joliet, Illinois NEW YORK OFFICE: EMPIRE STATE BUILDING - Telephone: Wisconsin 7-8738 | 
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medical RECOROS 


by Adeline C. Hayden, C.R.L. 


Convalescents 


QUESTION: We are now admitting 
eases for convalescent care only. I 
would like to keep a diagnostic file 





ANSWER: I would suggest that you 
use the code Y00-000 No disease. If 
a disease is present, the specific dis- 
ease should be indicated. If the pa- 
tient is admitted just for observa- 








tion the code is Y00-001. 


on such cases, what code should I use? 








Six sizes 
een om 
a thousand and one uses 
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The wide range af sizes of ““VASELINE” STERILE "PETROLATUM GAUZE 
U.S.P. gives it a thousand and one uses in the hospital and the office treatment 
room. As a pressure dressing in surgery... an occlusive dressing in burns.. 

an emollient dressing on dry and nonacute okia lesions ... a packing in nose, ion, 
and ear procedures... here is a dressing convenient tot use and of guaranteed, 
sealed-in sterility. 

Provided in a Range of Sizes for Every Indicated Need 
in disposable plastic tubes ¢ 1/2” x 72” selvage- edged packing 

in heat-sealed foil envelopes ¢ 1” x 36” strip . <6 23 pad, none to 3” x9” strip.. 

. x 18” atip - sc3" 236" mip... .6" x 56" strip 
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‘Vaseline’ Sterile Petrolatum Gauze U.S. P. 


Professional Products Division * Chesebrough-Pond’s Inc., New York 17, N. Y. 


Vaseline® is 2 registered trademark of Chesebrough- Pond’s Inc. 


26 For more information, use yellow postcard inside back cover. 





Untoward Reaction 


QUESTION: Our Physicians are now 
using the term Untoward reaction to 
drug. How do I code this? 


ANSWER: If the reaction is a gen- 
eral reaction your code is 010-3. ... 
Specify drug. If a skin reaction 110- 
3.... Specify drug. 


Adrenal Cortex Hyperfunction 


QUESTION: We are presently experi- 
encing some difficulty in coding 
Adrenal cortex hyperfunction with 
aldosteronism. Our physicians espe- 
cially want these cases isolated for re- 
search purposes. Will you please give 
me a code? 


ANSWER: Adrenal cortex hyper- 
function with aldosteronism may be 
coded 861-7814. 


Eponyms 


QUESTION: Some of our neurologists 
are using the term Dandy-Walker Syn- 
drome. Is the term acceptable? 


ANSWER: The use of eponyms 
should be discouraged. The con- 
tinued use of eponyms will result 
in the same state terminology was 
in in 1928. The so called Dandy- 
Walker Syndrome is an obstructive 
hydrocephalus caused by narrowing 
or atresia of the foramina of Ma- 
gendie in the roof of the fourth 
ventricle and of Luschka in the 
sides of that ventricle. This atresia 
prevents the cerebrospinal fluid 
from entering the subarachnoid 
space resulting in hydrocephalus. 
Obstructive hydrocephalus is coded 
920-064. 


Cryoglobulinemia 


QUESTION: How is Cryoglobulinemia 
indicated? 


ANSWER: Cryoglobulinemia may 


be coded as a supplementary term 
by using the code 5x2. 


RH Negative Mother 


QUESTION: How would I code an Rh 
negative mother? 


ANSWER: Blood group Rh nega- 
tive is a manifestation and may be 
coded 589. 

Please turn to page 28 
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Disposable Catheterization Set contains these sterile items: 


Another Davol Exclusive 
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ITEMS FOR 


*Personal Patient Protection 


...a line of completely functional and labor- 
saving disposables involving mass daily routines 











New All-Purpose Rubber Catheter for use where 14 or 16 French 
is desired (optional) + Multi-Cupped Tray » Specimen Container 

* Lubricant + 8 Cotton Balls - Pickup Clip + Plastic Gloves 

¢ Plastic-Coated Towel - Plastic Cover 





Disposable Prep Set contains: 





Twin-Basin Tray + Razor (with blade) 
* 2 Absorbent Towels + Plastic-Coated Towel 


Now Available From Your Hospital Supply Dealer. 6 Cotton Balls + Plastic Cover 
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Medical Records 
Continued from page 26 


Records at Nursing Station 


QUESTION: Two of our physicians 
are requesting that the past records 
of all their patients, upon admission, 
be placed in the nursing stations and 
kept there until the patient is dis- 
charged from the hospital. I am not in 
agreement with such procedure. I 
would appreciate your advice. 


ANSWER: Your physicians are 
quite right. The previous records of 
the patients should be readily avail- 
able while the patients are in the 
hospital. This does not mean they 
should not be protected at all times. 

They should be in a perfectly safe 
place in a file or a drawer of the 
nurse’s desk at the nurse’s station 
and be returned to the Medical Rec- 
ord Department at the time of dis- 
charge of the patient. By all means 
see that the records are protected 
from scrutiny and that they are re- 





Reprints suitable for framing available upon request. 


Today’s concept in bone Surgery... 


COLORGUIDE DRILL 
and SCREW DRIVER 


These attachments for the Electro-Surgical Unit have been designed to ease the sur- 
geon’s task of drilling, driving screws and inserting pins and wires. Color coded for 
automatic determination of depth of hole and length of screw. 


This light wei 


handpiece is geared to slow speed and operates not only the Drill 


ht 
and Scoowdkiver but also a %” Jacobs Chuck. 


Available on 30 day trial. 





420 ALCOTT STREET 
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edicframeCompany 
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turned to you when the patient is 
discharged. This, of course, should 
be a written administrative order 
and should be incorporated in the 
hospital policy manual. 


Overdosage 


QUESTION: How do you code over- 
dosage of tranquilizing drug? 


ANSWER: Code as poisoning by 
and specify the drug. 


Thorazine Poisoning 


QUESTION: We have had several 
cases of thorazine poisoning with 
jaundice reported. How should I code 
these cases? 


ANSWER: Thorazine (Chloropro- 
mazine) poisoning is coded 010- 
34881. The jaundice may be indi- 
cated by the use of the supplemen- 
tary term 004 Jaundice. 


Perineal Hernia 


QUESTION: How do you code peri- 


neal hernia? 


ANSWER: Perineal hernia is coded 
006-639 Ischiorectal hernia. 


Incomplete Charts 


QUESTION: What should be done 
about medical records that have no 
history, physical examination or op- 
erative records and are one, two or 
more years old? 


ANSWER: If your physicians who 
have delinquent charts are still on 
the staff, it is their duty to complete 
their records. Definite rules and 
regulations should be set by ad- 
ministration relative to the comple- 
tion of records and enforce these 
rules. If any of the physicians who 
have charts are deceased and do not 
have legal partners, your only al- 
ternative is to discuss the matter 
with the Record Committee Chair- 
man, who will consult with the ad- 
ministrator and permission will be 
obtained through the Board of Gov- 
ernors to file the medical records as 
incomplete. A statement should be 
placed on each record to the effect 
that it is being filed as incomplete 
by order of administration. The note 
should be signed by the Chairman 
of the Record Committee. kB 
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hospital calendar 


March 


. American College of Surgeons, 


Sectional Meeting, Bellevue Strat- 


ford Hotel, Philadelphia, Pa. 

. Wisconsin Hospital Association, 
Schroeder Hotel, Milwaukee, Wisc. 

. New England Hospital Assembly, 
Hotel Statler, Boston, Mass. 

. Kentucky Hospital Association, 
Phoenix Hotel, Lexington, Ky. 

. Georgia Hospital Association and 
Georgia Association of Hospital 
Governing Boards, Biltmore Hotel, 
Atlanta, Ga. 


. Ohio Hospital Association, Colum- 
bus, Ohio. 

. National League for Nursing, 
Cleveland and Statler Hotels, 
Cleveland, Ohio. 

. Carolinas-Virginias Hospital Con- 
ference, Roanoke Hotel, Roanoke, 
Va. 

. . Southeastern Hospital Conference, 
Peabody Hotel, Memphis, Tenn. 

- Quebec Hospital Association, 
Queen Elizabeth Hotel, Montreal, 
Quebec, Canada. 

. . Association of Western Hospitals, 
Civic Auditorium, San Francisco, 
Calif. 

. National Association for Practical 
Nurse Education and Service, 
Statler Hilton Hotel, Detroit, 
Mich. 

. lowa Hospital Association, Fort 
Des Moines Hotel, Des Moines, 
lowa. 

. Midwest Hospital Association, 
Municipal Auditorium, Kansas 
City, Mo. 


. Tri-State Hospital Assembly, Pal- 
mer House, Chicago, Ill. 


. Nursing Home Administration, 
Sheraton-Fontenelle Hotel, Oma- 
ha, Neb. 


. Upper Midwest Hospital Confer- 
ence, St. Paul, Minn. 


. Massachusetts Hospital Asssembly, 
Statler Hotel, Boston, Mass. 


. Texas Hospital Association, Me- 
morial Auditorium, Dallas, Texas. 


- Hospital Association of New York 
State, Atlantic City, N. J. 


. Middle Atlantic Hospital Assem- 
bly, Convention Hall, Atlantic 
City, N. J. 


List Your Meetings 
As soon as the dates for the next 
succeeding meeting of an organiza- 
tion have been determined an offi- 
cial should forward those dates at 
once to Editor, Hospital Manage- 
ment, 105 W. Adams St., Chicago 3, 

lll. to insure appearance here. 
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can apply speed to your record-keeping the V/SIrecord way. 
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of the First Hospitals 
Since 1909 








LOTS 
OF 
GADGETS 


Yellow to Green 


Purple to Red 
Blue to Orange 


Bags, tapes, lights, 
dials, gauge 


But for 

Positive dependability with 
no chance of misinterpreta- 
tion — use Time-Tried 


Diacks. 


SMITH & UNDERWOOD, Royal 

Oak, Michigan . . . Sole manu- 

facturers of Diack Controls and 
Inform Controls 
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a.c.n.a. activities 


yr: Three “firsts” high- 

r \ lighted the American 

3 College of Hospital Ad- 

ministrators’ Fourth An- 

nual Congress on Administration 

held early last month at the Morris- 
son Hotel in Chicago. 


1) The first Arthur C. Bach- 
meyer Memorial Address to be 
presented at the time of the three- 
day management Congress was de- 
livered at the opening General As- 
sembly by Benjamin M. Selekman, 
Kirstein Professor of Labor Rela- 
tions Emeritus of Harvard Univer- 
sity. He spoke on the subject of 
“Morals and Ethics for the Admin- 
istrator”, at Friday morning’s Gen- 
eral Assembly. 


2) The first James A. Hamilton 
Hospital Administrators’ Award, 
made possible through a contribu- 
tion to the College by Alumni of the 
Course in Hospital Administration 
at the University of Minnesota as a 
tribute to their Professor and 
Course Director James Alexander 
Hamilton, was given to Melville 
Dalton, Professor of Sociology at the 
University of California for his 
book, Men Who Manage. Professor 
Dalton spoke on the research find- 
ings of his book at the General As- 
sembly on Friday afternoon, Febru- 
ary 3rd. 


3) The First Malcolm T. Mac- 
Eachern Memorial Lecture, also 
made possible through a contribu- 
tion to the College by Alumni of the 
Program in Hospital Administration 
at Northwestern University in mem- 
ory of the former director of the 
program, Dr. Malcolm T. MacEach- 
ern, was delivered by Cyril O. 
Houle, Professor of Education at the 
University of Chicago. Professor 
Houle addressed . a_ Preceptors 
Luncheon on Saturday, February 
4th, on the subject: “The Inquiring 
Mind.” 

Over 900 hospital administrators 
and their assistants attended this 
year’s Congress. 


For more information, use yellow postcard inside back cover. 


Prof. Selekman Prof. Houle 


Two Regional Members 

Conferences will be held 

by the College this 

month. Between March 
13-15, members in Region 4 (com- 
prising the states of New Jersey, 
Delaware, Maryland and Washing- 
ton, D. C.) are invited to a confer- 
ence in Baltimore. 

Edmonton, Canada is the site of 
the second Regional Conference 
scheduled for March 22-24 for mem- 
bers of the College in Region 16, 
which includes the provinces of 
British Columbia, Alberta, Sas- 
skatchewan, Manitoba, Northwest 
Territory, and the Yukon. 

Regional Members Conferences 
are presented for the members of 
the College in a particular region 
and affords them a chance to re- 
view administrative problems com- 
mon to a single geographical area. 
The tuition fee is $15. 


{E, The Belmont Plaza Ho- 
}\ tel in New York City is 
f the site selected for an 
Eastern Preceptors Con- 
ference to be conducted by the Col- 
lege between April 13 and 14. 
Preceptors Conferences are pre- 
sented by the College as part of its 
educational program and are de- 
signed expressly to help preceptors 
with their teaching problems. Par- 
ticipants include experienced pre- 
ceptors, course directors, adminis- 
trators and specialists from the ed- 
ucation field. 
There is no tuition charge for the 
Preceptors Conferences. * 
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by Frank Gohr, R.S., M.P.H. 


Environmental Health and Safety 
School of Medicine 

University of California Medical Center 
San Francisco 22, California 


SimeneeleiaweiNe) Hospital Sanitation 


THE RECENT PLETHORA of articles in 
medical and hospital journals on 
the subject of hospital infections 
might give the impression that this 
is a comparatively new subject in 
the hospital field. Although there | 
has been a dramatic renewal of in- 
terest in hospital sanitation due to | 
| 
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the current problem of staphylococ- 
cal infections, a review of the early 
literature reveals many articles on 
the problems of hospital cross-in- 


. 
, 


. i . 
» ay e l 
ospita 


fections, medical asepsis, patient 
7 isolation and hospital cleanliness. 







Historically, Alanson, in 1782, rec- 
ognized the value of isolating the 
surgical patient in a sanitary envi- 
ronment; in 1825 Labarraque used 


4 e Dy 
Sanitation 
oy J “3 a chlorinated soda solution for gen- 1 
\* 
1 
; 


eral disinfection; by 1827 chlori- 
nated solutions were being used in 
France for disinfecting the hands 
and were considered an important 
adjunct in the treatment of hospital 
gangrene. 

Kuchenmeister, in 1860, recom- 
mended the use of carbolic acid jas 
a general disinfectant, and by 1865 
Lister was using carbolic acid for 
dressing wounds and for disinfec- 
tion of his surgical instruments. 

In 1869 Simpson reported “. . . in 
the treatment of the sick, there is i 
ever danger in their aggregation, 
and safety only in their segrega- 
tion;” in 1874, Cowles indicated that 
“the danger of pyemia increased in 
proportion as the hygiene was 
In hospital sanitation, | am obsessed with the idea that faulty and as the wounded patients 
environmental sanitation cuts across departmental bar- were closely crowded.” The pioneer 
: : ee a : . of modern nursing, Florence Night- 
riers, since its influence is felt througout the hospital and ingale, gave great emphasis to ven- 
is. not restricted to a single department or area. 


tilation and to cleanliness. 
—Frank A. Gohr, R.S., M.P.H. 
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Presented at the 24th Annual Educational 
Conference of the National. Association of 
Sanitarians, July 20, 1960, San Francisco, 
California, and published originally in The 
Sanitarian. 
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Handwashing 


Almost all authors writing on the subject of aseptic 
technique stress the importance of proper and adequate 
cleansing of the hands. Brown‘* states that handwashing 
is possibly the most important single control measure 
in the control of cross-infection. He has been heard to 
say, that if someone would stand in the middle of the 
hospital and shout “wash your hands,” loud and long, 
so that everyone would hear, the peak would be re- 
moved from any epidemic outbreak. He recommends 
that the hands be scrubbed immediately preceding en- 
trance to an isolation unit and thoroughly washed 
before any patient care and again after care of each 
patient in the unit. The need for hand washing between 
contacts with the so-called “clean patients” should not 
be overlooked. It might be important to point out that 
many of the hospital personnel should review the 
proper technique of thorough hand washing. A quick 
dip in and out of the water does not constitute hand- 
washing. 

A suitable procedure is given in many handbooks 
and hospital guides, such as the Guide for the Preven- 
tion and Control of Infections in Hospitals®¢ which 
states: 

1. Standing well away from the sink turn on the 
water to temperature suitable to hands. 

2. Moisten hands and apply a heavy lather of soap 
covering well beyond the area contaminated. Pay par- 
ticular attention to the areas between the fingers and 
under the nails (Toothpicks may be provided for clean- 
ing under the nails.) 

3. Use friction, one hand upon the other. 

4. Rinse thoroughly under running water, allowing 
water to flow from above toward finger tops. 

5. Repeat steps 2 through 4. 

6. Dry hands thoroughly. 

Since conveniently located handwashing facilities 
make personnel more conscious of the need for frequent 
hand washing, it has long been standard practice to 
require handwashing facilities in food preparation areas 
of hospitals. One article®> recommends a large circular 
wash sink (similar to industrial basins) in the center 
of the nursery, so as to remind doctors and nurses that 
aseptic technique centers on hand washing. 

Lately, it has been suggested***+ that sinks have 
knee or foot controls and a mechanical soap dispenser. 
Surgeons’ scrub sinks have long been equipped with 
arm or wrist blades for opening and closing faucets. 
One guide ** suggests that if the water supply is con- 
trolled by hand faucets, they should be turned off with 
the paper towels used for drying the hands. 

Much use has been made of hexachlorophene soaps 
to reduce the bacterial count on hands. Alcohol or 
germicidal rinses are often used in nurseries and iso- 
lation areas as an additional precautionary measure. 

References: 1-6, 9, 13, 22, 54, 55. 








Progress in hospital sanitation can 
be measured from the conditions 
existing in 1788 in a hospital in 
France when it was_ reported.* 
“There were some 1,200 beds most 
of which contained from four to 
six patients, and also 486 beds for 
single patients. The larger halls 
contained over 800 patients crowded 
on pallets, or . .. heaps of straw, 
which were in vile condition. Acute 
contagious diseases were often in 
close relation to mild cases, vermin 
and filth abounded, and... the 
attendants .. . would not enter in 
the morning without a sponge dip- 
ped in vinegar held to their faces. 
Septic fevers and other contagia 
were the rule; the average mortality 
was about 20 percent and recovery 
from surgical operation was... a 
rarity.” 4 

Such conditions gradually disap- 
peared under the leadership of such 
enlightened persons as _ Alanson, 
Semmelweis, Lister, Nightingale 
and others. Patient isolation, ven- 
tilation, aseptic techniques and gen- 
eral hospital cleanliness were duly 
recognized many years ago. As these 
new “bits of knowledge” became 
accepted by the medical professions, 
they were adopted as standard proc- 
dures in the hospitals, and cross- 
infection rates fell dramatically to 
lower and lower levels. 

The discovery of the sulfa drugs 
in 1235 and of penicillin in 1941 
proved so effective against so many 
infections that the delighted medi- 
cal profession began to use these 
antimicrobial agents not only for 
treatment, but as an “umbrella” 
against potential infection of their 
patients. Many felt that the rigor- 


*Tenon's Report to Louis XVI. 


‘‘Handwashing is possibly 
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ous and time consuming principles 
of aseptic technique and hospital 
sanitation could be partially waived. 
After all, a “shot” of penicillin could 
protect as well as cure. 

It was not too long before there 
were reports from all over the world 
regarding the appearance of anti- 
biotic-resistant strains of organ- 
isms, which failed to respond to this 
new “miracle drug.” Pharmaceuti- 
cal houses developed new antibio- 
tics, but they were unable to keep 
pace with the speed with which or- 
ganisms developed resistance. Lead- 
ing medical authorities then began 
to realize that it was necessary to 
intensify the basic fundamentals of 
hospital sanitation to help prevent 
hospital cross-infections. The time 
proven practices were reviewed and 
reinstated; new facets of the hospi- 
tal environment were considered 
and studied. 

Along with this revival of interest 
in hospital sanitation came improved 
architectural layouts and engineer- 
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ing designs for the environment and 
equipment of the hospital; addition- 
al methods of sterilization were per- 
fected; improved cleaning and dis- 
infecting formulations were devel- 
oped, and disposable supplies be- 
came available. 


Basic Sanitation 


There seems to be little dispute 
regarding the need for improved 
hospital sanitation. The ultimate 
goal is clear and undisputable — 
the hospital must not do the patient 
any harm. This goal will always be 
difficult to attain for several rea- 
sons. First, the hospital is a “collec- 
tion depot” for all-varieties of ill- 
nesses and, second, it is populated 


by very susceptible hosts, such as 
the very young, the elderly and the 
debilitated. These hosts have not 
the natural resistance which helps 
normal, healthy individuals to ward 
off infections. These susceptible 
patients may be infected by low 
concentrations of organisms which 
would have little or no effect on 
normal populations. 

The basic principles of hospital 
sanitation are readily accepted: 
proper housekeeping to maintain 
a clean, pleasant environment, free 
of transmission of infectious organ- 
isms; adequate waste collection, 
storage and ultimate disposal; safe, 


potable water supply; satisfactory 
sewage disposal; good ventilation 
with clean, pure air; aseptic tech- 
nique on the part of hospital per- 
sonnel; clean, pathogen-free linens 
and bedding; safe, wholesome food; 
adequate light, including natural 
sunlight; and vermin control. There 
is no dispute about these -require- 
ments — it is only the methods and 
the economically attainable stand- 
ards that receive so much discus- 
sion. There is no single method for 
attaining a standard nor, indeed, a 
single standard for any of these 
principles, but there are certain time 
proven methods and general stand- 
ards which can be used as guides. 


the most important single control measure in the control of cross-infection.”’ 
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—4J. W. Brown in J.A.M.A., March 8, 1958. 

















Doctor C. W. Walter says ‘‘We must pay more attention to the floor.”’ 


Housekeeping 


The age of the hospital and the 
internal design and finishes can 
greatly influence the ease or diffi- 
culty of the housekeeping chore. 
Floors should be smooth, washable, 
nonabsorbent and free of cracks 
and crevices. All sharp corners 
should be eliminated and the angle 
between walls and floor should be 
coved. Walls should have a smooth 
finish capable of withstanding re- 
peated washing. Dust collecting 


ledges should be eliminated or kept 
to a minimum. Ceilings may be 
acoustically treated for noise con- 
trol but the surface must be wash- 
able. 


Floor and Wall Covering 


The cleaning of floors, walls and 
ceiling must be satisfactory from a 
bacteriological as well as an esthet- 
ic point of view. Wet cleaning meth- 
ods, proper cleaning of mops, and 


the use of good germicides are im- 
portant. Mechanical cleaning equip- 
ment which tends to raise and 
redistribute dust and _ bacteria 
should be avoided. Mechanical floor 
polishers and bag type vacuum 
cleaners, equipped with filters which 
can be sanitized, are preferred. If 
wet mops are used, the mop heads 
should be laundered daily. A fur- 
ther degree of safety may be at- 
tained by having individual mops 
for each hospital area, such as the 
operating room, delivery room and 


Do you know what your bacteria count is in closets, sinks, mops and buckets? 
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“The architect should plan for 
the abandonment of the 
broom-mop-bucket era in 
housekeeping and should give 
due recognition to the space 
demand for numerous clean- 
ing and sanitizing machines as 
instruments of building hy- 
giene. This means the aboli- 
tion of the infamous focus of 
infection, namely of the tra- 
ditionally small and smelly 
janitorial slop-sink closet. In 
its place he should provide on 
each floor at least one “sani- 
tation center” for storing and 


for keeping fit and clean the 
very machines and supplies 
which are used for sanitizing 


the hospital.” 


— Joseph Blumenkranz, 
A.LA. in “Architectural Plan- 
ning for Control of Nosocomial 
Infections”, Hospital Manage- 
ment, June, 1960, p. 49. Re- 
prints available at 10 cents 


each. 
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nursery. Only damp dusting meth- 
ods should be used, preferably 
with a cloth dampened with a good 
germicide. 

Since oil may damage the floor- 
ing material and is not in itself a 
disinfection, it is generally agreed 
that oiling of floors is unnecessary. 
There are more effective methods 
of dust suppression. 

Dr. Carl Walter prescribes the 
following procedure for disinfecting 
operating room floors:1* “About 
10 liters of a detergent-germicide 
are made up and one liter is spilled 
in the center of the floor, which 
usually accommodates the operating 
table and the surgical team. The 
area is scrubbed thoroughly with a 
clean mop head to completely dis- 
solve any blood or pus. The remain- 
ing nine liters are spilled on the 
floor and spread with the mop to 
the periphery of the room, so that 
the entire floor is covered with a 
uniform layer of detergent-germi- 
cide. Then, beginning at the door, 
the puddle is taken up with a wet 
pick-up vacuum cleaner. 

“If this procedure is followed for 
nine or ten days, the bacterial count 
will drop from about 500 per square 
centimeter to 0 or 1. This is the goal 
of daily sanitization of the floor.” 
Dr. Walter?® recommends the fol- 
lowing criteria for floor cleanliness: 
operating room floors — 0 to 5 
organisms per square centimeter; 
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It’s fungicidal and germicidal, but 
it doesn’t get the floor clean. 


ward floors — 5 to 10 organisms per 
square centimeter. 

Although almost universally ac- 
cepted for their surface protective 
and esthetic qualities, floor waxes 
and polishes offer little toward com- 
bating cross-infection. Some _ so- 
called germicidal waxes will kill 
bacteria when first applied, but of- 
fer no residual action after 72 to 96 
hours. The degree of effectiveness 
may be equivalent at best to that of 
disinfectant residues remaining on 


treatment, but significant elimina- 
tion of gross contamination depos- 
ited on surface coated with germi- 
cidal waxes without further addi- 
tion of a disinfectant seems improb- 
able. Thus, such products alone 
should not be depended upon for 
adequate disinfection.?* 

Improperly employed, floor waxes 
may even become a reservoir for 
bacteria. To minimize this possibil- 
ity the following precautions should 
be observed: 

1. Before applying a wax make 
sure that the surface has been 
thoroughly cleansed, rinsed (prefer- 
ably with a germicidal solution) 
and dried. 

2. Apply wax in a thin layer; al- 
low to dry and buff if desired. 

3. Wet mop with a_ germicidal 
solution between waxings. 

Dr. Walter?? believes that the 
floor is a big reservoir of infection 
in the hospital. He states “whether 
you spit the organisms from your 
mouth, sneeze them out, rub them 
from your skin, brush them from 
your clothing — whether they come 
from dressings, blood, or pus spilled 
on the floor, discarded plaster casts, 
or suture ends dropped on the floor 
— they all aggregate on the floor. 
Any activity mobilizes the dust and 
bacteria, and air-borne contamina- 
tion results. We must pay more at- 
tention to the floor.” 
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When this series is completed the entire feature (including ref- 
erences) will be available in reprint form. 


Hospital Sanitation Will be Continued 
in Future Issues of Hospital Management 








surfaces as a result of routine daily 
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by Charles U. Letourneau, M.D. 


= For 28 years, Doctor Arno H. 
Fromm practiced medicine in Wis- 
consin, 20 of them in Milwaukee 
and eight in Madison where he also 
did some part-time teaching at the 
University of Wisconsin. About 
eight months ago, he heard that the 
Joint Commission on Accreditation 
of Hospitals had an opening for a 
physician to survey hospitals for 
accreditation. 

Only men with the highest quali- 
fications are accepted. First of all, 
a man has to be a physician with 
successful experience behind him, 
mature in outlook and dedicated to 
raising standards of medical care. 
Dr. Fromm decided to apply for the 
job. 

Coming to Chicago he was inter- 
viewed by Doctor Kenneth B. Bab- 
cock (figure 1) the Director of the 
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The Joint Commission on Accreditation of Hospitals 


Joint Commission on Accreditation 
of Hospitals at the offices of the 
Commission in Chicago. Doctor 
Babcock, who has been building up 
his staff of surveyors over the past 
ten years, was satisfied with his 
qualifications and explained that 
every surveyor is governed by the 
Standards for Hospital Accredita- 
tion, which is the “bible” of ac- 
creditation, and the Bulletins that 
appear from time to time when- 
ever the Standards need to be 
amended or interpreted. 

There is very little room for per- 
sonal prejudices or subjective 
evaluations. A surveyor often has 
to work under difficulties, some- 
times has to stand for unreasonable 
arguments and occasionally has his 
sympathies imposed upon by people 
who want to gain accreditation even 
though they know that they do not 
meet the standards. The pay is rela- 
tively low by medical standards; the 
hours are long; the paper work is 


extensive; and hotels are often un- 
comfortable. 

The basic philosophy of the Joint 
Commission was impressed upon 
Doctor Fromm that the welfare of 
the patients in hospitals is para- 
mount and this is the only con- 
sideration regardless of the incon- 
veniences and annoyances _ that 
might be caused to the interests of 
others. Doctor Fromm learned to 
ask himself whether he would like 
to be a patient in the hospital that 
he surveyed and was told to judge 
it by the manner in which he an- 
swered his own question. This 
philosophy appealed to Doctor 
Fromm. He accepted the challenge 
and decided that this would be 2 
fine career for him. Here was a rea! 
opportunity for service to the sick. 

After boning up on the Standards, 
the Supplement to the Standards. 
the Bulletins, hospital magazines, 
and various books on hospital or- 
ganization, management, trustee- 
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Acquires A New Surveyor 


ship and medical staff organization, 
he reported to Dr. Denver Vickers, 
the assistant director of the Joint 
Commission, for training in an 
actual survey of a hospital. 

The hospital chosen for the train- 
ing survey was Oak Park Hospital 
in Oak Park, Illinois. The hospital 
is conducted by the Sisters of Mis- 
ericorde and was already accredited. 

Preceptor Doctor Vickers and 
pupil Doctor Fromm reported to 
Sister Ste. Marcienne, the superior 
and administrator of the hospital 
(figure 2). Sister was ready for the 
survey. The preliminary question- 
naire had been completed and was 
presented to the surveyors. Doctor 
Fromm studied it. Doctor Vickers 
asked a few questions. It looked OK. 

Doctor Vickers next asked to see 
the minutes and proceedings of the 
governing board and the minutes of 
the medical staff meetings and 
meetings of the various committees 





Figure 1. Dr. Kenneth Babcock (left), director of J.C.A.H., 
introduces the new surveyor, Dr. Arno Fromm, to the “bible” 
of accreditation. - 


Figure 2. Dr. Denver Vickers (left) preceptor, Sister St. Marcienne, admin- 
istrator, and Dr. Arno Fromm, surveyor in training. 









































of the medical staff. Sister produced 
them (figure 3) and preceptor and 
pupil studied them (figure 4). 

Doctor Fromm was advised to 
check frequency of meetings, at- 
tendance at meetings, contents of 
minutes, resolutions passed and was 
warned to follow up all minutes to 
see if any action had been taken on 
recommendations and resolutions of 
committees. 

Quickly and masterfully, Doctor 
Vickers covered the salient points 
of the documents and wasted no 
time on irrelevant items. A surveyor 
should never look uncertain and 
should know what he is looking for 
at all times. All of the documents 
seemed to be in good order (at 
least Doctor Vickers said they 
were) and everything was set for 
the next stage of the survey. 

Doctor Vickers now asked to see 


Figure 3. Sister Superior St. Marcienne presents the chief of staff and was intro- 


minutes of Governing Board of Oak Park (Illinois) Hospital. duced to Doctor Emil Bunata who 
was elected president of the medical 


staff for 1960 (figure 5). Doctor 
Bunata greeted the surveyors con- 
fidently. So began the tour of the 
hospital under the guidance of the 
chief of staff. 

Because the main concern of the 
Joint Commission is with the qual- 
ity of patient care, the party pro- 
ceeded immediately to a nursing 
station on the second floor where 
they were greeted by the head 
nurse who turned out to be a male 
registered nurse by the name of 

John Griffin (figure 6). 
At the nursing station Doctor 
Vickers checked the inspection 
dates on the fire equipment (figure 
7) and inquired if everyone on the 
unit knew what he or she did in 
the event of a fire or a disaster. The 
nursing personnel had_ evidently 

‘ : been well rehearsed. 

Figure 4. Surveyors check board documents Here also the party was joined 
and medical staff minutes. by Doctor Gerald Stazio, chairman 


Figure 5. Doctor Vickers (left) and Dr. Arno Fromm of the executive committee of the 
are greeted by Chief of Staff Dr. Emil Bunata. medical staff who is also the im- 
mediate past president of the staff 

(figure 8). Doctor Vickers lost no 





Figure 6. Head nurse on second floor, 
John Griffin greets Doctor Vickers. 
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Figure 7. Doctor Vickers checks 
inspection date on fire extinguisher 
and finds it satisfactory. 


Figure 10. Doctor Fromm thinks he 
has found an entry in this record 
that he should question. 


time in picking out records on the 
nursing station and reviewing them 
for promptness of completion, for 
follow-up notes, for signatures, for 
operation consents, for pharmacy 
stop orders and for nurses’ notes 
(figure 9). 

The records seemed to be in ex- 
cellent condition. Doctor Fromm 
started to examine them on his own 
and found one that looked not quite 
up to par (figure 10). He passed it 
to Doctor Vickers who immediately 
questioned Head Nurse Griffin 
about it (figure 11). Chief of Staff 
Doctor Bunata came over to take a 
look (figure 12). Doctor Louis P. 
River, the chief of surgery, took 
issue with the surveyors, somewhat 
to the discomfiture of the chief of 
staff (figure 13). The situation was 
se‘tled amicably when Doctor Vick- 
ers pointed out that though the de- 
ficiency in the record was not of a 
Serious nature, it did not conform 





Figure 8. Preceptor Vickers, 
Chief of Staff Bunata and 
Executive Committee Chairman, 
Doctor Stazio. 





Figure 11. How about this entry? 
Doctor Vickers asks Head Nurse 
Griffin. 


to the Standards (figure 14). Doc- 
tor Fromm felt vindicated and 
everyone breathed a sigh of relief. 

The surveyors decided to visit 
some of the patients and were 
agreeably impressed by the patient 
reaction (figure 15). 

Following this visit to the nursing 
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Figure 9. Doctor Vickers inspects 
a record on the nursing station. 





Figure 12. Now how about the entry 
in this record? Doctor Vickers 
queries Chief of Staff Bunata. 


station, the surveyors visited the 
obstetrics department where they 
were escorted by the chief of serv- 
ice, Doctor Chester Gajewski 
(figure 16). 


Proceeding from thence to the 
surgical operating suite, the survey- 


Figure 13. There’s nothing wrong with this entry, says Chief of Surgery 


Doctor Louis P. River, but Chief of Staff Doctor Bunata looks worried. 
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Figure 15. Patient reaction is 
checked by the surveyors and 
they find nothing wrong here. 


pie i 
Figure 14. Preceptor Vickers explains a point to Pupil Fromm, Head Nurse 
Griffin, Sister Superior St. Marcienne, and Chief Surgeon River. 










Figure 16. Obstetrics Chief Chester Gajewski and 
Doctor Vickers discuss the nursery. 





Figure 18. Ellen Marer, R.R.L. ex- 
plains the Disease and Operations 
Index to Doctor Fromm. 
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Figure 19. He checks the Index and 
asks for sample records. 





ors checked the safety precautions, 
the surgical control cards and the 
operating register with Sister Ste. 
Arsene, the operating room super- 
visor (figure 17) and the chief of 
surgery, Doctor Louis River. 

A break was called for lunch, 
which was held in the doctors’ din- 
ing room, with the officers of the 
medical staff and chiefs of medical 
services. In a short speech, Doctor 
Vickers explained the purposes of 
the Joint Commission, the Stand- 
ards for Accreditation and an- 
swered numerous questions from 
the medical staff representatives. 

Doctor Fromm made a mental 
note to consult the Standards and 
to ask Doctor Vickers the basis for 
his answers to some of the ques- 
tions. 

After 


lunch Doctor Vickers 


Figure 17. The surveyors check 
surgical operating room register with 


Sister St. Arsene, O.R.S. 


f / 


Figure 20. Surveyors ask for the 
darndest records! 
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Figure 21. Dr. Fromm checks out 
the dictating equipment. 


headed for the medical record de- 
partment. Here he was welcomed 
by the chairman of the medical rec- 
ords committee and the chairman 
of the intern committee. Doctor 
Fromm was assigned to the task of 
selecting medical records for in- 
spection. Here he was assisted by 
Medical Record Librarian Ellen Ma- 
ver who demonstrated for him the 
complexities of the Disease and Op- 
erations Index and then left him 
in a state of semi-perplexity (figure 
18). 

Doctor Fromm had been well in- 
doctrinated. He proceeded to call 
for some sample records of ap- 
pendectomies, hysterectomies, cae- 
sarian sections, heart cases, gastrec- 
tomies and other key diseases which 
would give the best clues to the 
quality of care in the hospital 
(figure 19). 

The medical records personnel got 
busy digging them out (figure 20) 
and took them to the conference 
room where preceptor Vickers and 
pupil Fromm closeted themselves 
with the records and asked not to 
be disturbed for an hour. Behind 
these closed doors Doctor Vickers 
explained the fine points of inspec- 
tion of medical records. 

Emerging from the conference 
room, Doctor Fromm tested the dic- 
tating equipment in the medical rec- 
ords department and heard a play 
back of his own voice (figures 21 
and 22). 

Doctor Jack Tope, chairman of 
the intern committee, told sur- 
veyors that times had been hard 
this year because of a shortage of 
interns but showed that the charts 
were still up to date (figure 23). He 


attributed this to the dictating. 


equipment which was installed in 
1960 when the scarcity of interns 
became inevitable. 
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Figure 22. And hears the playback 
of his own voice. 





Figure 23. Because of the dictating equipment there are only a 
few unfinished medical record charts according to Dr. Jack 
Tope, Chairman of Intern Committee. 





Figure 24. Chief of Staff Bunata registers approval as Doctor Vickers com- 
pliments the medical records department. 
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Figure 25. Pupil Doctor Fromm 


checks x-ray procedure. 





on x-ray door. 


Figure 27. Pathologist Doctor Lillian Tarlow shows laboratory 
to the surveyors. 


Figure 29. Pharmacist Michael Indovina dis- 
plays narcotics control system. 


Figure 28. Doctor Tarlow and Chief Technician Michael Hritz 


explain the records to Doctor Vickers. 


Li, 





Figure 26. Preceptor Doctor Vickers checks lead shielding 








At the end of the visit to the 
medical record department, Doctor 
Vickers was moved to compliment 
the medical record librarian much 
to the delight of the chief of staff 
(figure 24). Since the medical rec- 
ords of any hospital are the key 
to accreditation, or no accreditation, 
the compliments of the surveyor 
meant that the worst part of the in- 
spection was over and that things 
looked good for accreditation of the 
hospital. 

From here the surveyors pro- 
ceeded to the x-ray department 
where procedures and safe prac- 
tices were checked carefully (fig- 
ures 25 and 26). 

Doctor Fromm was then shown 
how to check the records of the 
laboratory (figure 27). On one oc- 
casion, it looked like Pathologist 
Doctor Lillian Tarlow might have 
been caught out (figure 28) but the 
lab passed with flying colors. 

Subsequently, Pharmacist Michael 
Indovina gave such a comprehen- 
sive demonstration of the narcotics 
control and prescription system that 
even Doctor Vickers was impressed 


(figure 29). 
Visits to the central service de- 
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nt partment (figure 30), the physical 
*h therapy department, the emergency 
ff room and the medical library 
t= (figure 31) showed that the hos- 
> pital was well up to standard. 
n, The tour ended up in the kitchen 
or where Doctor Fromm was taught 
1= to look into bake ovens (figure 32) 
gS and dishwashing machines (figure 
1e 33) for evidences of poor sanitation. 
At the end of the survey, it was 
O- obvious to Doctor Fromm that the 
nt hospital had passed accreditation 
C- with flying colors. He almost gave 
g- the show away by beaming at 
everybody. But, taking his cue from 
m Doctor Vickers, he made non- 
he comittal answers. After leaving the 
c- hospital, Doctor Vickers pointed 
ist out that even though the survey re- 
ve 
he 
el 


sanitation. 
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Figure 30. Sister St. Maurice welcomes the 
surveyors to an immaculate central service department. 




















port might be favorable, the hos- 
pital could not be accredited until 
the Commissioners had approved 
the report presented to them by the 
director, Doctor Kenneth Babcock. 
A surveyor should never make 
promises. On rare occasions, he was 
advised, the Commissioners may be 
in possession of information which 
indicates that the hospital should 
not be accredited. They may with- 
hold accreditation until further in- 
vestigation. 

Doctor Fromm was shown how to 
prepare the report of his survey 
by Doctor Vickers (figures 34). 

He attended the annual meeting 
of the surveyors of the Joint Com- 
mission where he exchanged ideas 
and listened to the experiences of 


Figure 32. Doctor Fromm looks into bake ovens and (figure 33) into dishwashing machines for evidence of poor 





Figure 31. Doctor Vickers checks the medical library. 





Figure 34. Preceptor Vickers shows 
Pupil Fromm how to prepare a sur- 
veyor’s report. 
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Figure 35. Doctor Fromm attends annual meeting of the surveyors at the J.C.A.H. 


seasoned surveyors (figure 35). He 
was welcomed to the ranks. 

After a conference with the as- 
sistant director, Martha Johnson, 
R.N., on the administrative details 
of his job, his duties and his re- 
sponsibilities (figure 36), he picked 





up his assignments, put them into 
his brief case and struck out for 
himself (figure 37). 

He will be on the road for about 
six months before returning to 
Chicago for further briefing at 
headquarters. Doctor Vickers has 





Figure 36. Martha Johnson, R.N., assistant director, 
J.C.A.H., checks final details with Surveyor Fromm. 


Figure 37. Surveyor Fromm, indoctrination completed, 
leaves for his first assignments. He will not return 
to headquarters for six months. 


high hopes for his latest pupil and 
Doctor Babcock is well satisfied 
with his choice. 

As for Doctor Fromm, he is look- 
ing forward to a challenging career 
that he hopes will be as rewarding 
as the practice of medicine. ® 











This two-part feature began on 
page 35 of the February issue. Re- 
prints of the entire feature includ- 
ing illustrations will soon be avail- 
able. Watch for listing in Reprints 
Available section of Hospital Man- 
agement. 


Noninstalled Equipment 


Items of noninstalled equipment 
purchased for the unit included two 
Dallons cardioscopes; one Bennett 
PR-1A respirator; a sufficient num- 
ber of recovery room type beds to 
bring the total to 14; three stainless 
steel cribs; a sufficient number of 
bed side tables to bring the total to 
17; a Yellow Springs number 43-TA 
Telethermometer with 10 each num- 
ber 401 deep probes; six Dallons 
electrocardiographic patient lead 
cables; 17 Puritan oxygen flow- 
meters and humidifiers; 23 Ohio 
vacuum bottles, 12 with and 11 
without regulators. The cost of these 
items is tabulated in table 2. 


Administrative Policies 


As noted previously, we were in- 
itially concerned with the potential 
problems that might arise from mix- 
ing intensive care patients and pa- 
tients recovering from anesthesia. 
Although some of the problems in- 
volved in the care of both types of 
patients are the same, nevertheless, 
the over-all care problem in gen- 
eral differs to a great degree be- 
tween these two groups. It is highly 
desirable not to mix these patients, 
that is, not to place them immedi- 
ately side by side in any intensive 
care—recovery room combination. 
This problem has been circumvented 
by placing postanesthesia patients 
in the west half of the facility and 
intensive care patients in the east 
half. Admission policies to this unit, 
to be described in detail in a subse- 
quent publication, may be sum- 
marized as follows: 

1. Patients who require continu- 
ous observation and_ specialized 
equipment for their care may be 
admitted, with the following ex- 
ceptions: 

a) contageous disease, 

b) terminal care, 

c) excited patients who may dis- 
turb others. 


Dr. Dornette is professor of anesthesiology 
and head of the department, University of 
Tennessee College of Medicine; anesthe- 


siologist-in-chief, The John Gaston Hos- 


pital, Memphis, Tenn. 

Mr. Durbin is now director of outpatient 
services, Presbyterian-St. Luke's Hospital, 
Chicago, but at the time the manuscript 
was prepared he was associate administra- 
pe City of Memphis Hospitals, Memphis, 
enn. 
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Design and Construction of 


an Intensive Care Facility 


Maximum versatility at minimum cost 


This hospital combines facilities for 


intensive care and for postoperative care 


by William H. L. Dornette, M.D. and Richard L. Durbin, M.B.A. 


2. The chief resident on medicine 
or surgery shall decide who is to 
be admitted and discharged from 
the unit. 

3. When the patient is placed in 
the intensive care unit, his ward 
assignment remains the same. 

4. All new orders must be writ- 
ten by the resident who admits the 
patient who will accompany the pa- 
tient to the unit. 

The decision to incorporate the 
ICF with the recovery room posed 
another practical problem. It is ob- 
viously desirable to retain as many 
recovery room beds as will possibly 
be needed in order not to jeopard- 
ize the care of any postanesthesia 
patient. At the same time, beds 
must not be needlessly reserved and 
then subsequently not used. To al- 
low maximum use of the unit, and 
at the same time protect beds that 
may be required for patients re- 
covering from anesthesia, one of 
the responsible residents on the 
afternoon before any day of elective 
operation studies the operating 
room schedule for the following day 


and reserves one more recovery 
room bed than one and one-half 
times the number of operating 
rooms that will be used the follow- 
ing day. This space allotment is 
based on the following assumptions: 

1. That the patient who is oper- 
ated on will remain in the recovery 
room—intensive care unit for rough- 
ly one and one-half times the dura- 
tion of his operative procedure. 

2. That out of a daily schedule, 
one patient on the average may re- 
quire a longer stay than expected. 

This formula appears to offer a 
satisfactory solution to the prob- 
lem. 

The combination of the ICF and 
the recovery room does offer a 
definite operational advantage to the 
medium- and small-sized hospital. 
Such a combination has resolved the 
problem of postanesthesia care for 
the patient who leaves the operating 
room during the evening and night 
hours. It is often inconvenient or 
otherwise impractical +o staff a re- 
covery room between the hours of 
6 p.m. and 7 or 8 a.m. if the emer- 


Table 2. Cost of Installed and Noninstalled Equipment 





17 beds @ $310.35 each 
17 bedside cabinets @ $77.00 each 


17 Puritan oxygen station outlets @ $13.00 each 

17 Puritan oxygen flowmeters with connection for station outlet @ $18.20 each 
17 Puritan oxygen humidifiers @ $21.00 each 

23 Puritan vacuum station inlets @ $13.00 each 

23 Puritan vacuum station brackets @ $5.00 each 

23 Puritan vacuum stems with 34" hose connection @ $2.20 each 

12 Ohio vacuum trap bottles @ $16.02 each 

11 Ohio vacuum trap bottles with regulators @ $54.45 each 


| Bennett PR — IA respirator 


1 Yellow Springs Model 43-TA Telethermometer 
10 internal temperature probes @ $12.00 each 


4 EKG lead cables @ $17.55 each 
4 EKG electrodes @ $10.80 each 


| Air Shields blood pressure-pulse rate monitor 


2 Dallons Cardioscopes @ $1,695.00 each 
Total 


Physical Plant Renovation 
Equipment 


Grand Total 


$5,275.95 
1,309.00 
221.00 
309.40 
357.00 
299.00 
11500 
50.60 
192.24 
598.95 
550.00 
99.00 
120.00 
70.20 
43.20 
760.00 
3,390.00 


$13,760.35 


$ 8,950.00 
12,624.14 


$21,574.14 





51 


= 


= 





7. ¥ 2 tee 




















The nurse’s desk showing switch boxes, outlets and equipment used for 


central monitoring. For explanation of letters, see text in Part I, February 


issue. 


gency operating load is light or 
sporadic. By combining the two 
facilities, it is possible to offer post- 
anesthesia care 24 hours a day even 
though the evening and night staff 
of the facility is smaller than that 
of the day shift. 


Staffing 


In this type of facility certain or- 
ganizational concepts need to be es- 
tablished. The unit must not be 


Table 3. Indoctrinational Lectures 
Presented to Pertinent Nursing 
Personnel by Medical Staff 





Care of the unconscious 
patient 
Care of the post thor- 
acotomy and post car- 
diotomy patient 
Care of the patient with 
seizures 
Care of the patient with 
other neurologic dis- 
orders neurologist 
Diagnosis and treatment | 
of respiratory prob- 
lems, oxygen therapy 
principles and tech- 
niques anesthesiologist 
Techniques and applica- 
tions of remote moni- 
toring anesthesiologist 
Hypothermia equipment 
and applications 
Questions and answers 


anesthesiclogist 


thoracic surgeon 


neurologist 


entire staff 
entire staff 
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hampered in any way or prevented 
from smoothly running operation by 
administrative red-tape. By the 
same token, the ICF cannot be com- 
pletely cut free from existing lines 
of authority and chain of command. 
A common sense approach must be 
used to meet this problem, and there 
are many ways of accomplishing 
this end. One of these is to allow the 
nursing department to have line au- 
thority over the nurses in the area, 
the same authority as prevails in 
other areas of the hospital. As a 
second alternative, one may allow 
the nursing staff to fall adminis- 
tratively under the Department of 
Anesthesiology, since anesthesiolo- 
gists are by experience and training 
versed in the supportive care re- 
quired for the acutely ill patient. A 
third approach appears to the au- 
thors to be much more satisfactory, 
and one that will solve the prob- 
lems of staffing within the broad 
objective of the achievement of op- 
timal patient care in this area. 

This third approach involves four 
tenets. First, an adequate budg- 
et must be established with the 
joint approval of the Chief of An- 
esthesiology, the Director of Nurses 
and the Hospital Administrator. 
Second, the Director of Nurses must 
appoint a competent nursing super- 
visor for the unit with the approval 
of the Chief of Anesthesiology and 











Close up view of a central mon- 
itoring bedside inlet box. For ex- 
planation of letters, see text in 
Part I, February issue. 


other department heads involved in 
professional patient care. Third, 
policies, procedures and _ training 
programs must be formulated by the 
ICF supervisor, the anesthesiologist 
and the other department heads in- 
volved. Fourth, patient care plans 
must be developed that meet with 
the approval of the nursing depart- 
ment, the anesthesiology depart- 
ment and responsible personnel 
from the departments of medicine, 
pediatrics and surgery. To this last 
end, lectures of indoctrination 
(table 3) were presented to perti- 
nent members of the nursing staff 
at the time the remodeling program 
was completed. 

A unit so specialized as an ICF 
should be staffed with the highest 
quality of professional and nonpro- 
fessional nursing personnel avail- 
able. It is felt that the ideal staffing 
pattern for the 17-bed ICF at the 
City of Memphis Hospitals is as 
shown in table 4. 
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Table 4. Staffing of 17-Bed ICF— 


Recovery Room 





Shift 
Personnel Day 
Supervisor I 
Head Nurse I 
Staff Nurse I 
LPN 2 

I 

! 


Evening Night 


—_——_ \) = = 
——_— = — 


Technician 





Based on 80 percent occupancy or 
14 patients per day, this staffing pat- 
tern would give 3.3 hours of pro- 
fessional care to each patient. 


Cost and Income 


It is mandatory that an institu- 
tion considering the establishment 
of an ICF be financially able to op- 
erate it. The cost of operation of 
this unit will increase the expense 
of the hospital patient. It has not 
yet been determined, however, just 
which hospital patient should pay 
for this increased cost. It is the 
opinion of the authors that only the 
patients receiving the services of 
this highly specialized area should 
be charged with the cost of the 
services rendered. 

Based on an 80 percent occupancy 
and with an estimated operating cost 


of $80,000 per year for personnel 
and supplies, the cost per patient 
day will be $9.25. This may seem to 
be high charge to add to an already 
inflated patient care cost. If one 
compares this to the cost of three 
private duty nurses per day (in the 
Memphis area, $48.00 a day), it be- 
comes obvious that centralization of 
facilities of this type are econom- 
ically sound. 

In summary, these two points 
should be emphasized: 

1. The cost of operating this unit 
should be borne by the patient who 
receives the services and not taxed 
to the whole hospital population as 
hidden charges in room rates or 
other services. 

2. The cost to the patient will not 
be reduced nor can it be rationalized 
by predicting a shorter hospital pa- 
tient stay. This unit will only pro- 
vide better patient care. 

At the present time, conventional 
pre-pay hospital care programs do 
not allow for this type of additional 
charge. It is anticipated that ad- 
ministrators of pre-paid hospitaliza- 
tion programs will be quick to pro- 
vide plans for payment of this most 
important phase of modern hospital 
care. 


Completed ICF—Recovery Room combination. Nurse’s desk 
is located in rear center of illustration with utility area just behind it. 
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Since preparing this article, we 
have adopted for remote operation 
and installed in our ICF an Air 
Shields blood pressure—pulse rate 
monitor. This device allows the 
nurses to determine the pulse rate 
through the use of a photoelectric 
cell pick up device attached to the 
patient’s finger. The current from 
the photocell is conducted through 
the monitoring circuit. A pneumatic 
blood pressure cuff, applied to the 
patient’s arm, is connected to the 
monitor via 3/16 inch O.D. copper 
tubing. Inflation of the cuff occludes 
the pulsations reaching the photo- 
electric pickup and allows the nurse 
to determine the patient’s blood 
pressure indirectly from the cen- 
tral monitoring station. a 


Cabinets installed adjacent to util- 
ity area for storage of equipment 
and supplies. 
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Fresh Vegetables — New Style 


Even your elders will enjoy them 


by Marshall W. Neale 


@ WITH INCREASING AGE comes an in- 
creasing need for fresh vegetables 
in the daily diet. The appetites of 
our senior citizens tend to wane, 
and yet there is still a great need 
for vitamins and minerals in their 
diets. Fresh vegetables are not only 
one of our best sources of these 
vital nutrients, but they also add 


needed bulk and variety to the diet. 
Moreover, they are moderate to low 
calorie foods, which means the 
dietitian can obtain a rich nutrient 
“buy” for every calorie “spent” in 
her menu planning. A good rule of 
thumb to follow in menu planning 
is to include three or more servings 
of fresh vegetables daily. Make a 
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special effort to include green leafy 
and yellow vegetables such as 
greens, broccoli, carrots and winter 
squash, which are a high source of 
vitamin A and also supply calcium. 


Potatoes, tomatoes and cabbage 
should be included because of their 
vitamin C content. 

Because of waning appetites, ex- 
tra care should be given to the 
preparation and serving of fresh 
vegetables. It is certainly a mis- 
conception that all elderly people 
must eat puréed vegetables. In gen- 
eral, the healthy person is permitted 
to eat cooked fresh vegetables. 
There are many tasty ways of pre- 
paring them for those with chewing 
and digestive problems. Where pos- 
sible, salads of raw vegetables will 
help add taste and texture to the 
meals. But because of the chewing 
problem: shred the greens, grate 
carrots; slice cucumbers, radishes 
and celery thinly. 


Preparation 


When preparing cooked vegeta- 
bles, adherence to a few principles 
will assure their arrival at the table 
piping hot and with the looks and 
taste that spell fresh vegetables. 
Start with good quality produce. 
Careful cooking can only preserve 
what was there to begin with. 

Steam or boil vegetables in small 
batches. This means cooking should 
be planned to permit an even flow 
of small batches to the serving table. 
The holding period will be reduced, 
and with less of a load in the steam- 
er or kettle, there is less chance of 
damaging the bottom layers of veg- 
etables. There will also be fewer 
leftovers. 


Easy on the Water 


Cook in a small amount of boiling 
water. This is extremely important 
in preserving the vitamins and min- 
erals in vegetables. One to one and 
a half inches is usually enough for 
most vegetables. Spinach and other 
greens may be cooked with the 
water which clings to the leaves. 
Broccoli should be cooked standing 
upright and packed tightly. It is a 
good idea with strong-flavored veg- 
etables, such as cabbage, to cut them 
in serving size pieces before cook- 
ing to speed the cooking. 

Cook vegetables only until they 
are ‘crisp tender’, i. until the 
tines of a fork slip easily in and 
out. If there is a holding period, it 
is better to stop cooking the veg- 
etables when they are less than 
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tender crisp to assure good texture 
at serving time. 


Serving Suggestions 


An attractive garnish will add to 
the eye and appetite appeal of the 
vegetable. Try topping each serving 
with a sprig of parsley, a strip of 
green or red sweet pepper, a sprin- 
kling of cheese, or a dash of paprika. 

Here is a collection of unusal 
ways to bring vegetables to the 
aging person’s diet. Each of these 
tips is planned for 24 servings: 

* Sweet Potato Rhumba: Combine 
3 qt. hot, boiled, riced, sweet po- 
tatoes, 34 cup butter or margarine, 


_ 1% cups cream or undiluted evapo- 


rated milk, 144 tsp. ground nutmeg, 
1% tsp. salt, 3% cup sugar, and 1 
tbsp. rum extract. Beat until fluffy. 
Turn into a greased baking pan. 
Brush top with melted butter or 
margarine and sprinkle with grated 
orange rind. Brown in a hot oven. 

* Butternut Squash with Maple 
Syrup: To 12 Ib. mashed butternut 
squash, add %4 cup butter or mar- 
garine, 14% tsp. salt, 34 tsp. ground 
black pepper, and 34 cup maple 
syrup. Serve hot. 

* Eggplant with Sour Cream: Peel 
6 large eggplants, cut in cubes and 
cook 4 to 5 minutes or until tender 
in boiling salted water. Drain and 
add 1/3 cup each finely chopped 
onion and butter or margarine, and 
3 cups sour cream. Season to taste 
with salt and pepper and cook until 
cream is hot. Serve garnished with 
paprika and parsley. 

* Broiled Herbed Tomatoes: Wash 
and cut 12 large tomatoes in half. 
Place on baking sheets, cut side up 
and sprinkle with salt and pepper, 
1 tsp. oregano leaves and 1/3 cup 
grated Parmesan cheese. Dot with 
butter or margarine. Broil 5 min- 
utes or until lightly browned. Gar- 
nish with fresh parsley. 

* Parsnips French Style: Wash 
and pare 6 lb. parsnips and cut into 
thin, lengthwise strips. Melt butter 
or margarine in a large skillet. Add 
parsnips along with 2% tsp. salt 
and % tsp. sugar. Cover and cook 
over low heat 45 minutes or until 
co Sprinkle with chopped pars- 
ey, 

* Fresh Carrots with Bacon: 
Sauté 4-qt. thinly sliced fresh car- 
rots in butter or margarine until 
tender. Add salt and pepper to taste 
along with 1 tsp. sugar and 1 lb. 
crisp, crumbled bacon. Toss lightly. 


Please turn to page 60 
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BASSICK CASTERS CAN 
MEAN BETTER CARE 





A. Series ““69"" B. “B-Line” 


A. Less work for nurses. Easy posi- 
tioning of beds, bedside and overbed 
tables, X-ray machines, and equip- 
ment stands is made even easier 
with Bassick’s Series “69” casters. 
“Diamond Arrow” two-level ball race 
construction assures easy swiveling. 
Many models available with such fea- 
tures as side brakes, electrically con- 
ductive wheels, and various stem types. 


B. Cleanliness. From operating room 
to sterilizing rooms to kitchen and 
cafeteria, casters, too, can have a 
hand in maintaining maximum clean- 
liness. Ideal for the purpose is 
Bassick’s “B-line,” specially designed 
without cracks or recesses that might 
retain dirt or contamination. Com- 
pletely sealed bearings and aluminum 
metal parts allow steam-cleaning 
without corrosion. 


C. Patient morale. Day-brightener 






THE 

BASSICK COMPANY 
BRIDGEPORT 5, CONN. 
IN CANADA: 
BELLEVILLE, ONT. 


Excellence 





- C. Series “68” 


IT] Bassick [hex 


STEWART-WARNER CORPORATION | 


D. Rubber cushion glide 


for patients can be the appearance of 
the food truck or the library book 
truck. Attendant’s days will be 
brighter, too, if these roll easily and 
maneuver freely on Bassick “Dia- 
mond-Arrow” Series “68” truck cast- 
ers. Suitable for a wide variety of 
other applications too. \ 


D. Visitor Hospitality ...in recep- 
tion room and patient’s quarters... 
can give a big assist to your public 
relations counsel. One point: See that 
visitor’s chairs and other furniture 
move smoothly and quietly on Bassick 
rubber cushion glides. 


Bassick casters and glides eome in 
the widest line available... the right 
caster for every purpose. Their uni- 
formly high quality cuts replacement 
costs and saves on floor maintenance 
too. Let, Bassick casters help your 
hospital give better care. 1.10 
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FROM THE JOHNSON & JOHNSON FILM LIBRARY 
; —-? The Wes oe ae 
% ey Polar ahd Sound film that somes actual hospital cs a # 
shots with vivid animation to depict correct, aseptic han- 2 | ® 
ae dling of the postoperative patient. The opening sequence ae A si 
. (above), shows Ambroise Paré and the insurmountable ee ; : CF 
"problems he faced in caring for the war-wounded of the : Tru 


sixteenth century. This film is jointly sponsored by the 







: American College of Surgeons, the American Medical Asso- 
ciation, ‘the American Hostal Association, the American 
s Nurses Association and the N ational League for NAME SE ; 
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“A NEW SURGICAL ABSORBA- 
BLE HEMOSTAT= This dramatic 16 
mm. color and sound film describes a 
unique NEW material that consti- 
tutes a major advance ‘in the control 
of hemorrhage. This film graphically 
illustrates the value of SURGICEL® 
Absorbable Hemostat (oxidized regen- 
erated cellulose) in controlling exten- 
sive bleeding, under the most difficult 
circumstances. The majority of the 
film shows product use in the animal 
laboratory and the hospital O.R.. 





te 


' Running time: 20 minutes (16 mm.) 


“FRACTURES: AN INTRODUC- 
TION”—As the title suggests this 
full color and sound film is designed 
to illustrate the elementals of pathol- 
ogy, repair and management of frac- 
tures. The general principles and 
methods of reduction are covered in 
detail. Explanations are simplified by 
integration of animated anatomical 
drawings and live action photog- 
raphy. Produced for the American 
College of Surgeons. 


Running time: 27 minutes (16 mm.) 





“HOSPITAL SEPSIS: A Communi- 
cable Disease” —In full color and 
; sound, this film deals with the inci- 
_ dence, causes and prevention of hospi- 
tal infections. Its popularity as a 
© teaching film is demonstrated by the 
' fact that 550 prints are in circulation 
| throughout the world. Prepared under 
*} the auspices of the American Medical 
Association, the American College of 
‘Surgeons and the American Hospital 
Association. — 

Running time: 30 minutes (16 mm.) 












THE KLING BANDAGE — An inter- 
esting and instructive film for nursing 
and medical personnel. A black and 


white production with sound, it de- 


picts the many desirable qualities of 
the unique, all cotton, KLING band- 
age. The viewer is shown how the in- 
herent elasticity and self-adherence 


_ of this material simplifies the prepa- 


ration of such dressings as head rolls, 


breast and stump dressings, burn 


dressings and other difficult bandages. 
Running time: 15 minutes (16 mm.) 
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SANITATION 


up to date? 


Save Nurse’s time—clean up io 1200 
bottles per hour with the 


HAMILTON BEACH Gis Washer 


Remove Milk Scum even from inner 
bottom crevices! 


Fits any sink—just plug in. Exclusive TURBO-FLO 
water action eliminates floating-film contamination. 
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* Sauteed Herbed Fresh Mush- 
rooms: Melt 1 cup butter or marga- 
rine in a pan. Add % cup fresh 
lemon juice and: 4% tsp. crumbled 
marjoram leaves. Add 6 lb. sliced 
fresh mushrooms and cook 15 min- 
utes or until mushrooms are tender. 
Season with salt and pepper. Mix 4 
tsp. cornstarch with 3 tbsp. cold 
water and add to mixture cooking 
to thicken juice. Serve garnished 
with chopped parsley. 


* Fresh Cauliflower with Tomato 
Curry Sauce: Sauté % cup diced 
onion in % cup butter or margarine. 
Blend in 3 tbsp. curry powder. Stir 
in % cup flour, 2 qt. diced tomatoes 
and % cup water. Cook until to- 
matoes are soft and mixture is 
medium thick. Season with salt and 
pepper and serve over cooked cauli- 
flower. 


* Fresh Beets with Parmesan ~ 
Cheese: Cook 414 qt. shredded beets © 
with % cup diced onion, 1 tbsp. 
salt, 1/3 cup fresh lemon juice and 
1/3 cup butter or margarine 25 
minutes or until tender. Sprinkle 
cooked beets with buttered bread 
crumbs and Parmesan cheese. 


* Fresh Snap Beans with Vinai- 
grette Sauce: Combine 2 cups oil 
and vinegar type French dressing 
with % cup chopped parsley, %4 
cup finely chopped green pepper and 
1 tbsp. chopped chives or onion. 
Beat well and serve over 4 lb. 
cooked fresh snap beans. 


* Red Cabbage Slaw with Hot 
Bacon Dressing: Fry 6 strips bacon — 
until crisp. Remove from pan and | 
save. Blend 3 tbsp. flour with fat. 
Add % cup cider vinegar, 3 tbsp. 
sugar, 14% tsp. powdered mustard, 
3%4 tsp. salt, %4 tsp. ground black 
pepper and %4 cup water. Cook until 
thickened. Add %4 cup light cream 
or undiluted evaporated milk. 
Crumble in cooked bacon. Mix with 
3 qt. shredded raw cabbage, 1% qt. 
sliced celery, and 2 cups finely 
chopped onion. Toss to blend thor- 
oughly. 


* Brussels Sprouts with Caraway 
Seed: To 8 lb. cooked, drained 
Brussels sprouts add %4 cup butter 
or margarine, 1 tbsp. salt, % tsp. 
ground black pepper and 3 tbsp. 
caraway seeds. Toss lightly. Ld 


From the United Fresh Fruit and Vege- : 
table Association. 
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Control of 


Management Functions 


by Lynn R. Timmons 


Department Training Director 
State of Ohio 

Department of Mental Hygiene 
and Correction 


C ontrol has a direct effect on all 
functions of management. As a su- 
pervisor, you must know how well 
your unit is working. Some system 
of control is your only means of 
finding out whether you are doing 
an effective job. 

The term “control” is commonly 
misinterpreted. It does not mean 
spying on individuals or having a 
check-up of your workers. Control 
is the objective inspection of a job. 
If an objective control system shows 
adequate results, the supervisor 
knows that he is exercising all the 
functions of a manager. 


Control as a Technique 


A control system is a technique, 
not a haphazard guess. A successful 
system will include several factors: 

1. Fair standards for comparison 
of quality and quantity of work. 

2. Devices to obtain accurate and 
proper facts which show actual ac- 
complishment. 

3. Assurance that the devices se- 
lected will be effective in checking 
a particular job. 

4. A system of checking which 
will cover the total job, to indicate 
not only what has been done, but 
what must be done. 
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Control is the means by which the 
administrator or supervisor knows 
how well his planning, organizing, 
directing, and co-ordinating is 
working out. If the anticipated re- 
sults are being obtained—all is well. 
If the anticipated results are not 
being obtained—the control tech- 
niques being used should point this 
out. 


The Use of Standards 


An important adjunct to control is 
that of standards. The establish- 
ment of fair standards of work is an 


Please turn to page 68 


Dates to Remember! 

May 4 and 5, Annual Convention, 
Chicago, for Members only! 

Institute for C. S. Personnel, Kan- 
sas City, Missouri. Dates to be 
announced. 


Happenings 
Cross Country 


New Association Headquarters 


The NAHCSP wishes to an- 
nounce formally that its head- 
quarter’s office is now located at 
60 E. Scott Street, Chicago, Illinois. 
Be patient with us for a while 
until our old letterheads are used 
up so that we may send out letter- 
heads with our new address. Stop 
and take the address down right 
now so that it will be readily avail- 
able whenever you want to write to 
headquarters. Members are cordial- 
ly invited to stop in and say “hello.” 
Our telephone number will be 
Michigan 2-2426 for those of you 
who want to cail us. You will find 
us listed in both the yellow pages 
under “Associations” and in the 
white pages of the Chicago Tele- 
phone directory. 


Chicago Chapter 


Since we are in Chicago, we 
peeked in at the meeting of the 
NAHCSP Chicago chapter. This 
was the day of the election of new 
officers. They are President, Carole 
Bloedel, Evanston Hospital, Evans- 
ton, Ill.; Vice President, Blanche 
Jorgenson, Louis A. Weiss Memo- 
rial Hospital, Chicago; Secretary, 
Myrl R. Berlin, Presbyterian-St. 
Luke’s, Chicago; and Treasurer 
(for a second term), Iris Hill, Uni- 
versity of Illinois Research Hospital, 
Chicago. After the elections, we 
stayed over to see an excellent film 
entitled, I Dress the Wound, which 
may be had for your hospital upon 
request. In this day and age there 
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Report of Institute Workshop 


© The workshop held during the institute was in- 
deed the most popular session of the whole program. 
This may be because everyone had an opportunity 
to participate in the discussion. Through these 
workshops a true exchange of ideas became a 
reality; everyone had an opportunity to air their 
problems and gain some information from a fellow 


central service worker. 


We are presenting the reports of two of the work- 
shops this month. We will present more of them next 
8 


month. 


3 


The group le 





aders met the night before the work- 


shop to make plans for the following day. (I. to r.) 
Helma Mahoney, California; Florence Natushko, 
Pontiac, Michigan; Mary Helen Anderson, Chicago; 
Shirley Wildblood, Vancouver, B.C., Canada; 
Priscilla Rice, Green Bay, Wisc.; and Arno Michlowitz, 
Belleville, New Jersey. 


Education for C. S. Supervisors 


group leader: Arno Michlowitz 


Supervisor 
Clara Maass Memorial Hospital 
Belleville, New Jersey 


& After introduction of members by 
the group leader, all were asked for 
the position occupied in the hospital 
and the background they had pro- 
fessionally for the position of c. s. 
supervisor. It was established that 
all were nurses with very little for- 
mal training for central service and 
they felt insecure in that position. 
Therefore, the reason for attending 
the institute was to learn more 
about central service. 

All agreed that central service is 
a profession and with this responsi- 
bility comes the obligation of knowl- 





Mary Helen Anderson, our founder, 
seems to be saying “Good Luck” 
to Arno Michlowitz. 


edge to instruct, guide and advise 
others or to serve them. 

The definition of c. s. was agreed 
upon as follows: 

Central Service is an area which 
processes, issues and controls pro- 
fessional supplies, both sterile and 
unsterile, to all areas of the hospital 
to provide the best patient care. 

The moral obligations of a central 
service supervisor is that he pro- 
fessionally directs the application of 
scrupulous techniques toward op- 
timum patient care in a practical 
and economical manner. 

With the above agreed on, it was 
agreed that a formal training for 
c. s. supervisors should be inaugu- 
rated. The training. program should 
fall into two groups: 


(L. to R.) Shirley Wildblood is en- 
joying a good laugh while Priscilla 
Rice is taking notes. 





1) those already in c. s. as super- 
visors, and 

2) those who intend to become 
supervisors. 

Group 1 should have such post 
graduate courses as: personnel 
management, evaluation of equip- 
ment and supplies, budget and gen- 
eral economics, and understanding 
of the functions of administration. 

Group 2 should have intraining of 
a specified time with an internship 
of a specified time. 


Conclusion 


There was unanimous agreement 
to request the board of directors to 
set up a procedure whereby c. s. su- 
pervisors may become registered. 8 





(L. to R.) Julia Findlay, President- 
elect and Eva Buckingham listen 
attentively. 
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How Many Persons in Central Service Per Hospital Bed 


group leader: Esther Swanson 


VA Hespital 
Hines, Illinois 


Valuable thinking went into the 
subject of “How Many Persons In 
C. S. Per Hospital Bed.” 

There was a brief discussion of 
the type of hospitals and Central 
Services represented in the group. 
The smallest institution represented 
was a 58 bed hospital with a staff 
of 4 in the Central Supply Room. 
Also represented was a hospital that 
had 750 to 800 beds and a staff of 
40 spread over four units of a Cen- 
tral Supply Room (Oxygen, Ortho- 
pedic, Equipment, Parenteral Fluids 
and Dressing Rooms). The largest 
hospital represented had a bed ca- 
pacity of 2000 patients and a Central 
Supply staff of 34. 

A. To solve the problem of How 
Many Persons were needed in a 
Central Supply Room, we must 
make known and spell out clearly 
to the Hospital Administrator or 
Nursing Service the functions of the 
department as they do vary from 
hospital to hospital. 

Some of the factors involved are: 

a. physical layout of the building; 

b. type of patients being treated; 

c. number of patients treated per 

day; 

d. quality of service expected; 

e. amount of supplies provided; 

f. services provided by outside 
groups that were originally part of 
Central Service functions — ARC, 
Religious groups etc.; and 

g. conditions of work and work- 
load; for example, Piped in Oxygen 
vs. Hauling of tanks 

B. Incorporate in the curriculum 
an educational and orientation pro- 
gram for other hospital personnel in 
order that provision can be made to 





Arno Michlowitz was the only man present in the 
group and it looks as though the ladies may be giving 


him a rough time. 
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relieve the Central Service Super- 
visor whenever needed. Today she 
is asked to teach student nurses, 
practical nurses and nursing assist- 
ants subjects that have been taken 
away from the Clinical Teacher. If 
this is the policy, recognition should 
be given for her time and effort by 
supplying her with additional as- 
sistance during this time. 


Conclusion 


It was felt that one Central Serv- 
ice employee per 30 beds is gen- 
erally accepted as the standard. 
Within this group this varied — 1 
for every 30 patients was the small- 
est ratio, and 1 for every 54 patients 
was the highest ratio. Sample re- 
ports: 





(L. to R.), Esther Swanson, Ollie 
Fogleson and Wilma Leppert 
enjoying the reports of the other 
group leaders. 


(L. to R.) Alvira Rayfield, Chicago; Arno Michlowitz, 
New Jersey and Eva Buckingham, our president give 






on 


Esther Swanson (far right) is shown leading the dis- 
cussion of her workshop. 


58 bed capacity 
4 aides 
Open 7am to 3pm 


250 bed capacity 
6 aides 
Open 7am to 7pm 


285 bed capacity 
5 aides 
Open 7am to 7pm 


300 bed capacity 
8 aides 
Open 24 hours 


780-800 bed capacity 
40 aides 
Open 24 hours 


2000 bed capacity 
34 aides 
Open 7am to 12am | 






Esther Swanson and Helma Ma- 
honey of California, both group 
leaders, confer on agenda for their 
respective workshops. 


their reports a last minute editing. 
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essential element of any control sys- 
tem. It is by means of fair standards 
that the supervisor has a basis for 
comparison. 

Fair standards are based on sev- 
eral important factors such as: 

quantity of work; 

quality of work; 

time spent, 

unnecessary motions and 

amount of re-checking necessary. 

Once standards are set, they must 
be used to be valuable. They become 
the basis for evaluation of work that 
the supervisor can use to keep a 
check on employees and on himself, 
and as a training device. If an em- 
ployee knows what he should be 
producing, he is more apt to pro- 
duce it. If a supervisor knows ex- 
actly where his workers are failing, 
he knows where training is needed. 

As with the general area of con- 
trol, so with standards there are 
dangers which must be avoided. 


1. Standards must be impartial 
and should not depend on the per- 
sonal feelings of the supervisor. 


2. Standards must be applied to 
the supervisor’s job, as well as to 
the jobs he supervises. 


3. Observation and inspection 
must be impersonal. 


4. The idea of standards must be 
so “sold” that it is accepted by the 
group. 


5. Standards are dependent on the 
proper execution of the basic func- 
tions of management. If a super- 
visor is not supervising adequately, 
it will do little good to evaluate the 
work of his unit, except to point out 
his failure. 


Conclusion 


Control systems are valuable if 
properly used, but there is also a 
danger of over-use. It is easy to 
over-control and thus stifle initia- 
tive on the part of your subordi- 
nates. 

Use control as a means of assuring 
that your plan is going according 
to schedule, or as a means of learn- 
ing what adjustments need to be 
made in your plan if necessary. © 


Send us your suggestions for this 
newsletter — anything that you 
have tried and found helpful may 
be of service to others, too. 
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A Visit with ... 


Sisten Mary Judith 


C. S. Supervisor 


St. Frances Cabrini Hospital 
Alexandria, Louisiana 


@ In April, 1960, our hospital com- 
pleted its tenth year of service. 
Since the actual date was during 
the Lenten Season, we postponed 
our Anniversary Celebration until 
May, to coincide with National Hos- 
pital Week. 

Using the theme, “Many Hands 
and Many Skills,” we depicted the 
different aspects of hospital work by 
setting up a display in the Main 
Lobby. We also used a dol! house 
and small dolls to depict the nursing 
team in a patient’s room. 

Our local newspaper had a special 
feature section informing the public 
of our anniversary and inviting 
them to visit us. There were special 
feature articles honoring our “pi- 
oneer” staff members who are still 
with us and also others describing 
the many improvements and pro- 
gress we have made in our first ten 
years. 

In Central Supply, we have a 
counter the full length of the work- 


Happenings 'Cross Country 


is much talk about cross-infection 
and sanitation. This film seems to 
hit the nail on the head and at the 
same time is interestingly presented 
so that all will enjoy it. Those 
wishing to know where to obtain 
this film, may write to headquarters 
and we will give you the scoop! 


Member from England 


We are highly honored to have 
a member from England. He is Mr. 
T. H. Newman, C.S. Supply Man- 
ager, Guy’s Hospital, London, S.E. 
1, England. We hope to have much 
correspondence with him and find 
out if the central supply problems 
there are the same as we have here. 


Convention—May, 1961—Chicago 


Be sure to attend our convention 
on May 4 and 5, 1961. Our program 
committee is presently working out 
something for us that they say will 
be spectacular. There are also a few 
social affairs that we will tell you 
about later. So make plans now so 
that you will not be disappointed. 


room on which we had displayed 
many items and equipment, such as 
treatment trays which are most 
commonly used in patient care. 
During open house for the general 
public, many visitors called on us. 
Most of them had never heard of 
Central Supply, nor did they have 
any idea where all the equipment, 
dressings, syringes and needles were 
obtained for their care. Each item 
was labeled with “hands” with the 
name and cost of each set or piece 
of equipment. They were amazed 
that equipment was so expensive. 
Using a patient’s room, we set up 
the various types of equipment used 
in Oxygen Therapy which was also 
a part of Central Supply’s display. 
We are looking forward to re- 
modeling Central Supply in the very 
near future so as to improve our 
present layout and revise our pro- 
cedures and policies for better pa- 
tient care. 


Continued from page 65 


Remember, the Morrison Hotel, 
May 4 and 5, 1961 in Chicago. 





A number of your officers are 
planning to attend the Mid-West 
Hospital Association meeting. We 
would like to have an opportunity 
to meet those NAHCSP members 
who are planning to be in Kansas 
City at that time. Won’t you please 
drop us a line at headquarters, 60 
E. Scott Street, Chicago, so that we 
may make plans to get together with 
you. Let us hear from you! 





Institute Past History 


We seem to be batting a thousand! 
The institute was most successful 
indeed. Those who attended were 
most enthusiastic—you should 
read the evaluation questionnaires. 
It is unusual to have everyone so 
much in agreement that the pro- 
gram is exactly what they wanted 
to hear. From reports, we hear 
much was learned and taken back 
to hospital. 
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™ THERE HAS BEEN a great deal of 
dissatisfaction and, recently, organ- 
ized opposition by retail pharmacy 
of hospital outpatient dispensing. 
Because of this HOSPITAL MANAGE- 
MENT thought it would be of ex- 
treme importance and interest to 
our readers and ourselves to in- 
vestigate present day feeling of the 
hospital rank and file regarding this 
subject. 

Referring to several past issues 
of HOSPITAL MANAGEMENT, it can be 
noted that the Pharmacy Editor has 
shown interest in outpatient dis- 
pensing for a number of years. Even 
back in the summer of 1956 during 
the first personal contact survey of 
smaller hospitals (published in the 
Oct., Nov., Dec., 1956 Issues of 
HOSPITAL MANAGEMENT) one question 
in the survey asked administrators 
and hospital pharmacists was, “Do 
you fill take-home prescriptions? 
Outpatient prescriptions?” At that 
time those hospitals filling all home- 
going prescriptions numbered less 
than half of those that filled none. 
Regarding hospitals filling out- 
patient prescriptions at that time, 
those that filled all were less than 
one-third of those filling none. 

In the March, 1960 issue of this 
publication (Pharmacy Section) ad- 


pharmacy 


by Daniel F. Moravec, M.Sc. 


Outpatient Dispensing 


What do practicing hospital pharmacists and administrators 


think about it? 


Hospital Management asked 1000 of them 


in all parts of the nation 


by Daniel F. Moravec 
Pharmacy Editor 


ditional interest was shown in this 
subject in the article “Hospital Out- 
patient Dispensing”. This article 
has direct bearing as background 
for our present outpatient survey 


October 10, 1960 


Mr. John Doe 
Pharmacist 
General Hospital 
Smithville, Conn. 


Dear Mr. Doe: 


(or Administrator) 


I know your time is at a premium and 
that you are always plagued with one 


thing or another in the mail. 


However,the outpatient dispensing 
controversy is a very important one 
and your viewpoint from the hospital 


Standpoint is needed. 


It will be a 


fine contribution to the hospital 


world if you will take two minutes and 


mark the enclosed card and drop it in 


your post. 


Thank you very much. 


Sincerely yours, 


Daniel 7. Woravec 


Names and hospitals are 
not recorded and therefore your 
opinion is strictly confidential. 


left the hospital)? 


and for this reason may we estab- 
lish foundation by quoting the first 
two paragraphs. 

“For a number of years and 
especially since the Second World 
War, the thunder about outpatient 
dispensing in hospitals has been 
increasing in magnitude and inten- 
sity. At first it was nothing more 
than localized grumbling by retail 
pharmacists who had developed a 
dislike for local hospital. pharmacies 
because of the loss of a few pre- 
scriptions. Localized groaning has 
gradually developed to nationwide 
scope. Retail pain has in recent 
months precipitated resolutions from 
organized retail groups strongly 
condemning hospital outpatient pre- 
scription work. One group calls it 


As a hospital pharmacist, do you think hospital pharmacies 
should dispense prescriptions to outpatients (this includes pre- 


scriptions for patients to take home for their use after they have 


L] Definitely Yes 
Definitely No 


Undecided 


Daniel F. Moravec 


Pharmacy Editor 
HOSPITAL MANAGEMENT 


105 West Adams Street 


Chicago 3, Illinois 


DFM :mm 


Figure 1. Letter sent to 500 hospital pharmacists and 


500 hospital administrators. 
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formation. 


REFILLS: 
@ Yes 


[I No 


CL] Undecided 


Thanks for your time. 


Figure 2. Preprinted postal card used to secure in- 
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YOU CAN'T 
BURN FINGERS 
WITH THIS 


Physicians’ 
Examining 
Lamp! 


Even after continuous 
use, you can place re- 
flector against your 
cheek with no danger or 
discomfort. 


INSIST ON SAFETY! 


Here's an examining 
lamp that is listed with 
the Underwriters’ Labo- 
ratories, Inc. 


Every lamp you buy 
should give you this 
protection. 





TWICE THE LIGHT! 


This patented* reflector concen- 
trates the light of a 60 watt 
bulb. It gives over twice the 
light of a 100 watt bulb in a 
conventional reflector. 


Sketch below shows actual in- 








a U.S. Patent 
ce 


Write today for more 
= on Ajusco Model 
4 


100 East Mason St., 
Milwaukee 2, Wisconsin 


dependent light meter readings. 








unfair competition and another asks 
all pharmacists to stay away from 
outpatient clinics, and recently a 
president of a state pharmaceutical 
asociation warned hospitals against 
making themselves ‘the center of 
health operations’. 

Heated debates at recent conven- 
tions show that retail pharmacy 
wants to keep hospitals ‘in check’ 
and by ‘in check’ one presumes they 
mean to prevent hospitals from dis- 
pensing prescriptions to outpatients.” 

The purpose of our survey of out- 
patient dispensing opinion, in sup- 
port of our policy, was to seek the 
thinking of the individual hospital 
practitioner, and to collect and re- 
port such thinking accordingly. Our 
intent is to report our findings as 
factually as we can get them from 
a representative sample group, se- 
lected at random from those who 
actually manage our hospitals. We 
feel that there is need to express 
the thinking at hospital level and 
this is one of the big objectives of 
the Pharmacy Section of HOSPITAL 
MANAGEMENT. 

In addition the literature is 
searched, the conventions are 
scanned and the meetings are au- 
dited so that we can report what is 
happening in the large scale sense. 
When these are combined with 
private thinking the complete pic- 
ture can be seen. The people who 
run the hospitals, we think, are 
important and without their opin- 
ions progress in hospitals and pa- 
tient care cannot be complete. 

Last fall this office sent out 1,000 
letters with return preprinted postal 
cards (figures 1 and 2) to 500 hos- 
pital administrators and 500 hospital 
pharmacists. All were selected at 
random and the inquiries went to 
every state in the Union including 
Hawaii and Alaska. Our two ques- 
tions were simple: “Do you think 
hospital pharmacies should dispense 
prescriptions to outpatients (this 
includes prescriptions for patients 
to take home for their use after they 
have left the hospital)?” Also we 
asked the administrators and phar- 
macists how they felt about refills. 
All that the recipient was asked to 
do was to make two marks and 
drop the card in the post. 

It is significant that many re- 
sponded with more than just the 
check marks that we had asked 
them to make on the cards. An 
interesting number wrote comments 
on the cards and many others wrote 
rather lengthy letters giving us in- 
teresting and informative ideas 
and viewpoints. This I believe is 
truly significant because it demon- 
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strates profound interest in basic 
subjects that concern hospital pol- 
icy. It also shows that, when called 
upon to do so, many hospital indi- 
viduals are concerned enough to 
enter into discussion to offer their 
opinions, theories and ideas which 
more often than not are very worth- 
while. 

Like it or not, hospital adminis- 
trators and pharmacists all are be- 
ing forced to decide for their own 
hospitals about outpatient dispens- 
ing. However, it is important to 
stress here that all administrators 
and hospital pharmacists must first 
choose where their duties lie. Old 
ideas, prejudices, loyalties and mis- 
conceptions that exist must give 
way to something far bigger and 
that, of course, is modern progress 
in hospital patient care. The ques- 
tion of outpatient dispensing is just 
one of the many that are going to 
arise from the new and revolution- 
ary concepts of future patient care 
supported by so many experts in 
the hospital field. The outpatient 
question must be faced squarely 
and practically not only in present 
day terms but also in terms of a 
future which may be just around 
the corner. 

This is why we believe our out- 
patient dispensing survey data in 
our next issue will be important, 
interesting and timely. w 
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Important Dates for Your 
Pharmacy Calendar! 


April 


23-28 . . American Society of Hos- 
pital Pharmacists, Hotel Sherman, 
Chicago, Illinois. 


23-28 . . American Pharmaceutical 
Association, Hotel Sherman, Chi- 


cago, Illinois. e 


uit 
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Mrs. Orpha Daly Mohr 
Secretary-treasurer 


National Association of Hospital Purchasing Agents 


Chicago Wesley Memorial Hospital 
250 East Superior Street 
Chicago II, Illinois 


A Salesman’s Viewpoint 


of Hospital Purchasing 


by B. E. Dartnell 


Division Sales Manager 
The Stevens Companies 
Winnepeg |, Manitoba 


This is Part II of a two-part ar- 
ticle. In Part I, Mr. Dartnell dis- 
cussed Bids and Salesmen. 

On the subject of bids he gave 
both sides of the argument for pro- 
curing equipment by this method. 

In his discussion of salesman he 
stressed the importance of flexi- 
bility in your relationship with the 
salesman. Be sure to keep an open 
schedule for salesmen’s calls so that 
you will get all of the latest infor- 
mation on new products, to assure 
better patient care. 


Next, may we discuss the matter 
of indiscriminate return of mer- 
chandise for credit or exchange. 
Most salesmen and suppliers feel 
that there should be no “great club” 
used when returns are to be made 
because, if proper specifications are 
given by the hospital in the first in- 
stance, and the goods are delivered 
as specified and on time, then it 
is unfair to ask the supplier to ac- 
cept return of the merchandise. In 
this case the error is due to either 


Presented to the Hospital Purchasing 
Agents Association of Manitoba, at their 
annual meeting in Winnepeg, Manitoba on 
October 18, 1960. 
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carelessness in the purchasing de- 
partment, or because the person in- 
itiating the requisition did not con- 
sider the request carefully enough. 

If you ask the supplier to take 
the goods back, he will probably be 
glad to do so if it happens to be a 
stock item, but if it is a rarely used 
item he is on the spot because he 
has ordered it especially for you and 
has no other outlet. Here, you might 
say, “Why not return it to the man- 
ufacturer,” and the answer to that 
question is quite simple; most man- 
ufacturers have a “no return” pol- 
icy or else they make a charge for 
returns, and will not accept any- 
thing unless transportation charges 
are prepaid. In any case, the return 
of this merchandise represents a 
loss to your supplier of anywhere 
from 25 percent to 100 percent. 
Many returns I have seen have been 
in hospital stock for long periods 
and many of them are obsolete or 
unsaleable. Surely these items are 
a justifiable “write off’ for the in- 
dividual hospital concerned, so why 
spread the loss over a number of 
individuals. In many cases where 
such items have been returned, the 
purchasing agent has threatened the 
supplier with no future business if 


he does not receive credit for the 
obsolete item. Surely this is a de- 
plorable situation, and not to be 
condoned in scientific purchasing. 
Indiscriminate return of pur- 
chased goods is costly to the sup- 
plier and a nuisance to the pur- 
chasing agent. It can be reduced to 
a minimum if the person originating 
the requisition is made fully aware 
of the use and rate of consumption 
of the article in question. This can 
be done by the purchasing agent 
and if he is ever in doubt then all 
he has to do is ask any fully in- 
formed and conscientious salesman 
to help him out. This will eliminate 
the necessity of subsequently re- 
turning the merchandise. It is not 
only an imposition, but economi- 
cally unsound to expect a supplier 
to accept return of merchandise 
which comes into the category of 
obsolete. In the surgical supply 
business, we often receive orders 
for special instruments which are 
not stocked and not commonly used. 
These instruments in most cases are 
clearly illustrated and described in 
the catalogue and there can be no 
mistake about their size, shape, et 
cetera. However, the purchaser’s 
order bears a little note which reads 
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“Subject to inspection and accept- 
ance of consignee.” 

While this clause is fair if the 
purchase has been properly screened 
by the purchasing agent, it is not 
fair to use it if the party requisition- 
ing the instrument is not held re- 
sponsible for obtaining a correct de- 
scription, and first ensuring it is 
the proper instrument. 

We have found that in many of 
these instances, when this instru- 
ment is delivered, it is found to be 
unacceptable because it is only five 
inches long and not ten, even though 
the catalogue accurately described 
it as five inches long. So—the sup- 
plier is bound to accept the item for 
credit, and it represents a total loss 
to him because he cannot return it 
to the manufacturer or resell it. 

These unreasonable returns cost 
money and this cost must be re- 
flected in the price of merchandise 
to all hospitals. 

Some hospitals with more experi- 
enced administrators and purchas- 
ing agents, after a period of time, 
develop sufficient confidence in the 
representatives of their suppliers to 
permit them to interview depart- 
ment executives such as the heads 
of surgery, obstetrics, et cetera, en- 
abling them to consult with the de- 
partment requesting the material 
and actually find out what the de- 
partment wants and what it can use 
to best advantage. Purchasing agents 
and administrators who place this 
confidence in their suppliers’ rep- 
resentatives, seem to appreciate the 
ability that they have to help them 
in this manner. The records of this 
type of hospital indicate that there 
are very few returns of merchandise. 

Overstocking is usually a reflec- 
tion on the knowledge and ability 
of some one concerned in the pur- 
chase. This may be the purchasing 
agent himself, or the supplier’s rep- 
resentative, or a request from a de- 





I don’t know how we got it — 
It was supposed to go toa 
hospital in India! 
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partment head for a large stock of 
something new which does not seem 
to move as fast as they thought. In 
this instance, may we ask that you 
do not go overboard, no matter what 
the influence may be. Solicit the 
support of all concerned to permit 
you to do purchasing with reason. 


Cooperative Buying 


And now, I should like to dis- 
cuss in brief, co-operative buying. 
This I will endeavor to do without 
bias or prejudice and to discuss 
only the highlights. 

The first question which comes 
to mind when discussing this sub- 
ject, is “What does the hospital gain 
by cooperative buying?” Certainly 
cooperative buying is not new. It 
has often been tried before and has 
a record of both success to some ex- 
tent and total failure. To determine 
the reason for success or failure, 
you would have to know all the de- 
tails about the particular field in 
which cooperative buying is being 
conducted. My understanding of any 
cooperative buying set-up is that 
it is usually established on the basis 
of an extra discount in return for 
a larger volume of business 
placed with one particular compa- 
ny. The immediate advantage to this 
set-up is, of course, the dollar sav- 
ing on the particular purchase. 
However, before you can count the 
saving you must take into consider- 
ation several factors which affect 
the final calculation. Let us con- 
sider some of these factors: 

1. While certain products like 
fuel, bulk food, some textiles, lend 
themselves to cooperative buying 
other items which vary in design, 
quality, content, packaging et 
cetera, or which require specialized 
service, do not lend themselves to 
cooperative purchasing because they 
would not meet with the individual 
preferences of the professional peo- 
ple who must use them, or the par- 
ticular techniques of the individual 
hospital. Here the factor is depen- 
dent upon standardization. Stand- 
ardization is almost impossible to 
arrange voluntarily. 

May I cite the example of how 
in order to assist with the war 
effort, during the second world war, 
an attempt was made to standardize 
on specific sizes of hypo needles for 
each procedure, e.g., 20 G by 114” 
for intravenous use; 22 G by 114” 
for intramuscular use; 25 G by 5%” 
for hypo use, and so on. The list of 
standards was drawn up in con- 
junction with the American Hos- 
pital Association, and even with all 


the very logical reasons for stand- 
ardization at a critical time, the 
effort failed. 

Certainly then it seems that to 
force standardization to permit co- 
operative buying, would conflict 
with the proper operation of the 
hospital, and so in turn jeopardize 
patient care. Therefore this would 
not permit any saving which might 
be made on these purchases. 

2. Arranging group orders to per- 
mit cooperative purchase is a real 
problem. Let me explain just what 
is involved. Unless your coopera- 
tive group is prepared to set up a 
warehouse (and this would defeat 
the purpose by adding an expense 
far in excess of the saving) then 
orders from the member hospitals 
must be grouped in order to obtain 
enough quantity to warrant the dis- 
count, and obtain an economical 
transportation rate. Sometimes all 
members of the group are not ready 
to order, yet one hospital is com- 
pletely out of the particular com- 
modity. Consequently an order has 
to be made up to accommodate the 
one hospital and all others face an 
overstock. 

3. Usually the method of pur- 
chasing is to enter into a contract 
over a specified period (usually a 
year) with a single supplier, no 
matter what they offer in the way 
of complete product range and after 
sale service. Here we find that be- 
cause other suppliers cannot ob- 
tain business during the time of the 
contract they must stop calling on 
the hospital, and if the cooperative 
buying is complete enough, they 
may be effected so greatly that they 
cease operations in that particular 
area. Here you can readily see what 
tremendous disadvantages occur for 
the hospitals who have cut off valu- 
able sources of assistance and new 
product information plus reduced 
service of a technical nature. Nat- 
urally, this type of purchasing will 
eventually lessen competition by 
freezing out all but a very few 
suppliers and this will result in 
lessened competition, both in price 
and quality. 

Since medicine is a progressive 
science, and the hospital goal is to 
keep abreast of progress, it is the 
hospital’s responsibility to keep in- 
formed on the new developments, 
techniques, et cetera. Nearly all of 
these techniques, ideas, and services 
presently originate from private in- 
dustry, and are propagated by the 
representatives of these various 
firms, not by one alone. Certainly 
many of these innovations result in 
savings in operation of the hospital 
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and, if they are no longer available, 
then the hospital loses, not gains. 

You might say — What about the 
representatives of the favored few? 
(Those who are enjoying the con- 
tract). Here we should like to point 
out that this man must be paid and 
if the supplier in the original in- 
stance has cut his price so low as to 
get the business then he is not able 
to provide this service as completely 
and adequately as he did before. 
Also, there is no incentive for him 
to do so, since he already has the 
business for that contract period. A 
hospital is a service organization 
dealing 24 hours a day with human 
life, and you are presently assisted 
in this service by local suppliers in 
the form of emergency deliveries, 
technical information, advice, in- 
structional service, repair service, 
and depot stocks much broader than 
you as a group could hope to carry. 
Certainly you will all agree that this 
is worth a great deal to the hospital, 
and you cannot reasonably expect 
these people to provide these serv- 
ices when you buy cooperatively 
and seek to reduce the profit which 
is providing the services. 

You, as a qualified purchasing 
agent, can do as well or better than 
any buying group can do for you, if 
you practice your profession prop- 
erly and in the bargain you can ob- 
tain the brand you want for your 
hospital with all the necessary serv- 
ices included. You do not have to 
accept whatever brand the buying 
group is able to purchase. 

Here, we bring up the question 
of the need for a purchasing agent 
in each and every hospital when co- 
operative buying is practised. 

Surely all we shall need under 
cooperative buying system is a 
clerk typist? There would be no 
need for you or me in this set-up. 

However, we all realize that any 
hospital cannot function properly 
without both of us, and that is why 
in the light of lack of progress that 
cooperative buying has made in this 
field, it looks as though we shall 
both be required for a long time to 
come. 

In closing, I wish to express my 
sincere thanks to Mr. Frank M. 
Rhatigan, Secretary of the Amer- 
ican Surgical Trade Association, for 
a portion of the material that has 
been incorporated in this talk. a 
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Permission to reprint this Column 
each month for the National Associ- 
ation of Hospital Purchasing Agents 
was granted by Mr. Frank M. Rhat- 
igan, secretary of the American 
Surgical Trade Association. 








QUESTION: From whom is Hansel 
stain available? 

ANSWER: Distributed by Lidde Lab- 
oratories, 634 N. Grand, St. Louis 3, 
Mo. 


QUESTION: Who makes the Vir- 
gin fracture table? 

ANSWER: Gilbert Hyde Chick Co., 
821-75th Ave., Oakland 21, Calif. 


QUESTION: From whom are 
opaque, milk-glass denture cups 
available? 

ANSWER: Debs Hospital Supplies, 
Inc., 5990 N. Northwest Highway, 
Chicago 31, Ill. 


QUESTION: Advise us the name of 
the manufacturer of the War- 
ring-Siemson Ventube for meas- 
uring breathing capacity. 
ANSWER: J. H. Emerson Co., 22 Cot- 
tage Park, Cambridge, Mass. 








I always like something hot at noon. 


QUESTION: From whom is a dis- 
posable needle and _ syringe 
(complete) for use with insulin 
available? 

ANSWER: Pharmaseal. Laboratories, 
1015 Grandview Ave., Glendale, 
Calif. and Hypo Surgical Supply 
Corp., 11 Mercer St., New York 13, 
N.Y. 


QUESTION: Have seen advertised 
a disposable one-quart water 
pitcher made of paper with a 
spout and handle for private 
patient use in hospital. Can you 
advise who makes this? 

ANSWER: Sealright-Oswego Falls 
Corp., Fulton, N. Y. and Kansas 
City, Kans.; and metal handle for 
same is obtainable from Brooks Ma- 
chine Co., Unadilla, N. Y. Others are 
made by Lily-Tulip Cup Corpora- 
tion, 122 E. 42nd St., New York 17, 
N. Y.; Dixie Cup Division of Amer- 
ican Can Co., Easton, Pa.; and Rob- 
ert Busse & Co., Inc., 64 E. 8th St., 
New York 3, N. Y. 


QUESTION: Does the Wilhelm 
Vogel Company of Nordelage, 
Germany have an agency in the 
United States, or can you give us 
their complete address in Ger- 
many? 

ANSWER: There is no city or town in 
Germany known as Nordelage, and 
company is unknown to A.S.T.A. 
JOURNAL readers who are located in 
Germany. 


QUESTION: From whom is an an- 
esthetic stethoscope with slip 


joint removable chest piece 
available? 
ANSWER: The Fleischer Triple 


Change stethoscope made by Bec- 
ton, Dickinson & Co., Rutherford, 
N. J. The Cefaly Research Corp. 
(CRC) Brentwood, Maryland makes 
the Harvey-Cefaly 3-on-1 stetho- 
scope, 3 chest pieces incorporated on 
a spindle and turret. 


QUESTION: Who makes a Mela- 
mine water pitcher and cover, 
44.02. size? 

ANSWER: Watertown Mfg. Co., Wa- 
tertown, Conn. 


QUESTION: What is the source of 
supply for a needle holder made 
to accommodate the smaller eye 
needles? 

ANSWER: Crown Surgical Mfg. Corp., 
1111 DeKalb Ave., Brooklyn 21, 
N. Y.; The Lawton Co., Inc., 425 
Fourth Ave., New York 16, N. Y.; 
and Dennis R. Scanlan, Jr., Inc., 600 
Pleasant Ave., St. Paul 2, Minn. 
manufacture the Fell needle hold- 
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er in 6”, 7”, and 10” lengths which 
are used mainly for small vascular 
needles. 


QUESTION: Where may we pur- 
chase Sterite type gun for TB 
half test? 

ANSWER: Multiple Puncture Ap- 
paratus for Tuberculin Testing de- 
signed by Prof. Heaf, manufactured 
in England, is distributed in this 
country by the Panray Corp., 266 
S. Dean St., Englewood, N. J. 


QUESTION: Please advise who im- 
ports the Ultra-Asept Injectofix 
formerly distributed by Med. 
Surg. Corp. of Southern Pines, 
ANSWER: Only available from the 
manufacturer—Georg A. Henke, 
Kronenstr. 16, Tuttlingen, West 
Germany. 


QUESTION: We would appreciate 
information regarding a_ glass 
check valve which can be in- 
stalled between the percolator 
and the patient in a Valentine 
irrigation setup. 

ANSWER: The McKenna Tide-ur- 
Ator, made by American Cystoscope 
Makers, Inc., 8 Pelham Parkway 
Manor, N. Y. 


QUESTION: Do you know who 
makes the Styron decanter tray, 
size approximately 6” x 9”? 
ANSWER: Plasta-Medic, 10 W. Day- 
ton St., Pasadena, Calif.; Bel-Art 
Products, Pequannock, N. J.; and 
one 634” x 10” is made by BW 
Molded Plastics, 1346 E. Walnut St., 
Pasadena 4, Calif. 
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“Oh, all right, come in—Ill listen 
to you.” 


Association News 


Educational Committee 


This committee is Chairmanned 
by Joseph Hill, Jr., Purchasing Di- 
rector of Massachusetts General 
Hospital, Boston, Massachusetts. Mr. 
Hill has chosen the following pur- 
chasing agents to serve on his com- 
mittee: 

John Adams 

Sisters of Casimir Hospital 
Central Purchasing Department 
2700 West 69th Street 

Chicago, Illinois 


Gabriel Stoll, Ph.D. 

The Sisters of the Third Order of 
St. Francis 

700 Northeast Glen Oak Avenue 

Peoria, Illinois 


Michael Melody 
St. Joseph Mercy Hospital 
Aurora, Illinois 


Irvin Mullenbach 
St. Mary’s Hospital 
Rochester, Minnesota 


Mrs. Adelle Jenike 
The Abbott Hospital 
110 E. 18th Street 
Minneapolis, Minnesota 


Mrs. Ted Greenwell 
St. John’s Hospital 
403 Maria Avenue 
St. Paul, Minnesota 


Harry Knevel 

St. Cloud Hospital 

1406 Sixth Avenue, North 
St. Cloud, Minnesota 


Rex Gregor 
Rochester Methodist Hospital 
Rochester, Minnesota 


Mrs. Harriet Melland, R.N. 
Grace Hospital 

724 N. Main Street | 
Hutchinson, Kansas 


John J. Hudak, Jr. 

Windham Community 
Hospital 

Willimantic, Connecticut 


Walter Gray 

Massachusetts Memorial Hospital 
750 Harrison Avenue 

Boston, Massachusetts 


Vincent Godlesky 
Beth Israel Hospital 
330 Brookline Avenue 
Boston, Massachusetts 


John Norton 
Massachusetts General Hospital 
Boston 14, Massachusetts 


Memorial 


Introducing Your National Vice 
President of District 9 — 
Sister Marie Delores, O.S.F. 


= Sister Marie DEtorgs is purchas- 
ing agent of St. Joseph’s Hospital, 
Baltimore, Maryland. Ls 


Introducing Our National 
Director from Oklahoma — 
Gene D. Burton 


= Mr. Burton is the purchasing 
agent of the Oklahoma Medical Re- 
search Foundation and Hospital in 
Oklahoma City, Oklahoma. 

He is chairman of the Public Re- 
lations Committee for the Oklahoma 
City Purchasing Agents Association 
of the NAPA; Secretary of the 
Board of Directors for the Purchas- 
er’s Digest, Inc., Oklahoma City 
Purchasing Agents Association mag- 
azine. & 
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CEntRal SERVICE 


by Mary Helen Anderson, R.N., M.S.H.A. 


It Costs To Communicate 


™ WHENEVER PROGRAM PLANNERS 
MEET, an ever-present subject that 
gains a nod of approval from all 
present is the whipping boy word, 
“Communications.” The discussion 
usually goes like this: “That is cer- 
tainly an important subject. We 
need to know more about com- 
munications.” In Central Service 
departments the need is just as 
great as in any other part of the 
hospital. We Central Service people 
need to know more about the im- 
pact of good communications on 
our daily duties. The problem has 
been too often that discussion of 
this much-talked-about but not-so- 
much-done-about intangible have 
been left to the nurse educators and 
the hospital administrator. 

Is there anything down-to-earth 
and simple that can be done by the 
Central Service supervisor to foster 
the development of better com- 
munications within her department? 
We think there is. 

The impcortant factor to consider 
is one which makes everyone prick 
up his ears. What is it going to cost? 
Perhaps this has been our problem 
— for we agree that we do have a 
problem. We have recognized our 
need and have vaguely set out to 
take the steps necessary to reach 
our goals, but we have not always 
sat down and reckoned the cost of 
such an adventure in administration. 
This cost that we’re talking about 
is not, thank goodness, one that is 
measured in dollars and cents. Too 
often we neglect the importance of 
something which does not cost us 
money. 

The price of this commodity is 
quite high nevertheless. To maintain 
unbroken communications requires 
an expenditure of effort on the part 
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of each member of the team. If even 
one person breaks the chain, the 
whole structure can be a waste of 
time. The effort on the part of the 
supervisor involves a positive deter- 
mination to listen to the things 
which are said in the line of daily 
tasks. Writing down messages and 
points to remember is certainly im- 
portant, but we have sadly neg- 
lected the fine art of listening to 
what is said to us. It is important 
to listen to what is meant as well 
as to what is said. To this point 
should be added the importance of 
developing objectivity when relat- 
ing what was said. For example, a 
message relayed in this fashion: 
“Dr. Arnold wants a suture set 
right away,” will certainly produce 
action in the Central Service de- 
partment. However, Dr. Arnold may 
well be one who cries “wolf” when 
he is in a hurry to get his hospital 
work off of his daily schedule. The 
same message might be relayed, 
“Dr. Arnold’s patient has just evis- 
cerated; send a suture set stat.” 
Theoretically both requests should 
receive the same prompt attention 
in Central Service, but which do 
you think would be most likely to 
get “stat” action? There is certain- 
ly effort involved in learning the 
way to make our thoughts known 
to others—which is really what 
communication means. It is like a 
bridge upon which one walks from 
one side of a river to the other. If 
the bridge is not complete, it is 
possible to jump over a short space 
in the middle of the span; too large a 
space means no crossing. Much of 
what we do in Central Service in 
the way of transmitting ideas one 
to another is like the bridge with 
the center plank missing. In the 
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New Way to 
Stop Faucet Leaks! 


% 9-in-10 washers are fastened with T00 
LONG or SHORT SCREWS thus loosen and 
destroy themselves. Leaks quickly follow! 


34 YEARS OF RESEARCH 
REVEALS NEW SOLUTION 


%* New, patented ‘Sexauer’ SELF-LOCK screws 
have imbedded expanding NYLON PLUG. 
They lock at required depth AUTOMATI- 
CALLY, hold washers firmly! Made of MONEL, 
they are rustproof, non-corroding. Heads 
can’t twist off. Screw slots can’t distort. 


%& NEW, improved ‘Sexauer’ EASY-TITE faucet 
washers are made of super-tough, pliable 
du Pont compound (not rubber or fibre). 
Reinforced, like a tire, with a vulcanized 
layer of Fiberglas, they resist distortion 
and splitting from shut-off grind and 
squeeze. 


Faucet leaks repaired with ‘Sexauer’ EASY- 
TITE washers and SELF-LOCK screws out- 
‘last ordinary repairs ‘6-to-1"! 


HIDDEN COSTS OF FAUCET LEAKS! 


Hackensack, N.J. Water Co. and Ameri- 
can Gas Association figures prove stopping 
just ONE PIN-HOLE SIZE (1/32”) LEAK 
saves you 8,000 gal. water quarterly. A HOT 
WATER FAUCET LEAK repair saves you 
over $7.58 QUARTERLY in fuel and water 
bills. Fewer leaks also produce important 
savings on MATERIALS, LABOR and 
COSTLY FIXTURE REPLACEMENTS! 


A ‘Sexauer’ Technician will make avail- 
able our NEW Catalog, Edition “J’’; listing 
our entire line of over 3,000 TRIPLE-WEAR 
plumbing repair parts and tools. He will 
survey your fixtures, determine the repair 
parts needed and establish % 
an efficient stock arrange- 
ment and control to prevent 
costly overstocking or 
shortages. You get this 
service without obligation. 

Act now! 


J. A. Sexauer Mfg., Co., Inc., Dept. AF 1 
2503-05 Third Ave., New York a N. y 


Please send me a copy of your Catalog ‘‘J” 


Name. 





Title 





Bus. Address 
City. 








Zone State e 
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For more information, use yellow postcard inside back cover. 
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WHICH CULTURE 
COULD BE TAKEN 
FROM YOUR COILS? 


Three cultures above were taken from the condensed water 
on the refrigeration coils of a hospital air conditioning sys- 
tem. The fourth (lower right) was taken from the Kathene® 
solution in a Kathabar® unit protecting a vital area in the 
same hospital. 

If you culture the exposed water in the air conditioning 
system for surgery, nurseries, and other critical areas in your 
hospital, you may find compelling reasons for looking into 
the protection offered by Kathabar air conditioning. 
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SURFACE COMBUSTION 

ee ' ' : 
Surfa ce Division of Midland-Ross Corporation eR 
2396 Dorr St., Toledo 1, Ohio 
Send “Air Hygiene for Hospitals” 





name and title 





hospital...... 
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jumping process many ideas are 
damaged in the crossing. We must 
exert every effort to school our- 
selves in listening, and then in 
translating into words what we have 
heard. 

Beside costing some little effort 
on the part of the supervisor within 
herself, there is a cost involved in 
training the members of the Central 
Service team to carry out the same 
process in themselves. It costs some- 
thing to train a member of the C.S. 
staff to think objectively and to re- 
lay messages properly. This train- 
ing should not be a hit-and-miss 
sort of pep talk after some mistake 
has been made. Systematic, con- 
sistent and constant training should 
be provided. What constitutes “re- 
port time” in Central Service? This 
is an excellent spot for training and 
practice in good communications. 
First of all the work schedules 
should be set up to include a period 
for unhurried discussion of the 
activities of the day by all those 
concerned with those activities. If 
there is a night aide it is important 
that she be given an opportunity to 
relate to the members of the day 
staff the problems she encountered, 
or the messages involving the tasks 
for the day. Usually a simple printed 
form can be a valuable aide in ac- 
complishing good communications at 
this point. How many times is the 
cry heard, “No one told me that.” 
Far too often we assume that in- 
formation gets to the proper des- 
tination by some mysterious trans- 
portation system, or sometimes even 
by osmosis! The printed report 
sheet is almost a must. Headings 
can be very simple: 


Date: Reported by: 





To be completed: 
Instrument count: 
Breakage: 
Special orders: 


The report sheets can be designed 
to fit the needs of the department. 
Anything that requires daily re- 
porting can be fitted into a simple 
form and reproduced by whatever 
means available in the hospital. The 
important thing is to pre-print 
whatever is repeated daily. One of 
the things which most often is re- 
sponsible for the missing plank in 
the communications bridge is the 
effort required to write down vital 
information. Since we began by 
saying that one of the costs of com- 
munications is effort, whatever we 
can do to reduce that cost—to re- 
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THE ARMSTRONG BABY INCUBATOR 


can be kept spotlessly clean 
with minimum effort 





Plastic bed tray and mattress 
readily removed. 


Stainless steel airflow assembly 
and cast aluminum humidity 
reservoir may be autoclaved. 


All interior parts of the Armstrong UNIVERSAL 
Baby Incubator can be removed easily without the 
use of any tools. 


The entire stainless steel interior is then completely 
exposed for thorough cleaning and disinfecting. When 
cemoved, the humidity reservoir, the air flow assembly 
and the filter casting are readily autoclaved to elimi- 
nate any odors and to prevent any contamination. 


The large tilting bed is heavy-duty plastic with extra 
smooth finish, also easily cleaned. 


‘Complete heating unit 
with easy-clean fan. 


Entire interior exposed for 
thorough cleaning and 
disinfecting. 





The big, four-compartment cabinet with shelves and 
doors is enameled in durable, easy-clean silver lustre 
finish inside and out. 


While easy cleaning is one of the important engi- 
neered features of the Armstrong UNIVERSAL Baby 
Incubator, the newly designed operating advantages 
in securing the ultimate in isolation is the fundamental 
reason why you will select this finest of baby incu- 
bators for your modern nursery. Write or wire for 
complete details. 


THE GORDON ARMSTRONG CO., INC. cern’ one 


Available in Canada from Ingram & Bell, Ltd., Toronto — Montreal — Winnipeg — Calgary — Vancouver 
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ruly revolutionary! Does a better job, faster! 
he new AerVoiD® washes and sanitizes gar- 
hage and refuse cans, large and small .. . in 
ust 30 seconds! Washes! Rinses! Sanitizes! 
Deodorizes! Unique AerVoiD cyclonic rotary 
et nozzle pressure scrubs every minute area. 
ses Hot Water, Cold Water, and Steam — 
n any combination or sequence. Durable 
Stainless Steel Construction. Easily installed 
ith standard fittings. In compliance with 
Public Health and Plumbing Codes. Other 
odels available. Saves Work—Saves Time. 
Pays for itself quickly. Your special container 
leaning questions invited. 


Write for Literature No. HM-26 
designed and manufactured exclusively by 


VACUUM CAN COMPANY 
19 South Hoyne Ave., Chicago 12, U.S.A., Cable: AERVOID 


World’s largest exclusive manufacturer of 





Portable Food Service Equipment—Founded 1913 


duce the amount of effort required 
—will be well worth while. 

Another weak link in our com- 
munications chain is the demonstra- 
tion of a procedure, or the actual 
training within the department. It 
matters not how fine a teacher the 
supervisor is, if she fails to men- 
tion an important step, she has 
broken the vital cord of com- 
munications. Therefore the use of 
check lists finds its important place 
in Central Service. Again the cost 
is present. It costs effort on the part 
of the supervisor to design the 
lists, but the rewards are great. The 
list of information points to be 
covered for a new employee; the 
list of steps in a procedure; the list 
of points to remember when an- 
swering the telephone; the list of 
policies governing the operation of 
the department, all have their place. 
We have stressed the importance 
of manuals and procedure books. 
The check list which acts as a guide 
in carrying out the operations set 
forth in these books cannot be 
emphasized too strongly. 

When communications are men- 
tioned, there pass in review other 
means used in Central Service De- 
partments to get the message across. 
There are the omnipresent signs 
that seem to grow on the walls of 
every Central Service Department. 
Over use of the words “do not,” 
“never” “always” “must be” and 
“absolutely” characterize these signs 
of the time. Somehow these dire 
threats seem to give vent to the 
supervisor’s inner feelings, and 
even the poor exclamation point 
helps things along. Recently I 
opened a file drawer and an enor- 
mous sign flung a warning to me, 
“STOP, THINK before you file.” It 
would be an interesting research 
study for someone to measure the 
effectiveness of such signs, espe- 
cially after the first two days of 
posting. To accomplish the most 
where signs must be used, it should 
be remembered that a sign should 
never be posted in anger! Some- 
how it sounds ridiculous the next 

p day. If warning signs are required 
they should be written carefully, 
printed neatly, dated and signed 
@when a policy is involved. Signs 
‘should be changed frequently, since 
here is a lack of response when the 
taff becomes accustomed to seeing 
he sign. Above all, signs should 
be used sparingly. Some Central 
ervice departments are literally 
covered with signs reminding the 
personnel to clean up, close up, 
empty, fill up, and record all manner 
of things. To refrain from sign- 















writing is one of the costs of good 
communications too. : 

In summary, we have pointed out 
the real cost of maintaining good 
communications is one not of dol- 
lars and cents, but a cost measured 
in units of effort put forth by the 
supervisor to discipline herself and 
to instruct her personnel in the 
fine art of translating actions into 
words. Good communications do 
not just happen, neither is the at- 
taining of them easy. The cost is 
high, but the rewards are great. 8 


Baltz 
Continued from page 7 


a patient’s condition gets worse and 
more charting is needed then the 
bedside nurses’ notes sheet which 
is included with each chart is used. 

Recorded on every sheet should 
be the register number, the date, 
time and medication given. 

Another very important paper in 
nursing homes is the personal be- 
longings and valuables’ record. 

Of course nursing home adminis- 
trators are faced with the same 
problem hospitals were years ago 
when the doctors did not sign their 
charts and would leave them stacked 
in the record room. As a matter of 
fact they now comment that “you 
people are getting as bad as hos- 
pitals for record keeping and we 
are spending too much time writing 


on charts.” My answer to the home 


owner is to hold on to their coat 
sleeve until they get the job done. 
Physicians need to_ know our li- 
censes are in jeopardy if records are 
not properly kept. 

The American Medical Associa- 
tion and the American Nursing 
Home Association developed “Guides 
for Medical Care in Nursing Homes 
and Related Facilities’ and these 
guides have been sent to all physi- 
cians and nursing homes in the 
United States. This guide empha- 
sizes medical record keeping. 

The newest trend in nursing 
homes is rehabilitation. It is neces- 
sary to use medical records to facili- 
tate treatment of the “whole man” 
by all medical and paramedical 
groups. concerned with his rehabili- 
tation. Medical record techniques to 
further this use must be developed. 


Please turn to page 71 
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We in Illinois have been most for- 
tunate in having offered to us a 
three-year demonstration project in 
Rehabilitation Education Service 
offered by the Illinois Public Aid 
Commission. A team enters the 
home by request of the administra- 
tor and teaches the existing staff the 
philosophy, goals, techniques, and 
procedures in rehabilitation under 
orders of physician. 

During this training period we 
found it necessary to develop some 
forms to encourage the writing of 
specific orders for each patient with 
various diseases or conditions. The 
one for the doctor to fill in is a 
check sheet which contains the var- 
ious conditions and diseases which 
he can check, indication and coun- 
ter-indications for each patient for 
the affected or unaffected side, type 
of exercise, activities of daily living, 
bowel training, recreational, diver- 
sional, occupational therapy, speech 
therapy, heat, et cetera. 

Equipment available to carry out 
procedures is also listed. If the pa- 
tient needs more than we are able 
to provide, he is then moved to the 
rehabilitation center and again pa- 
tients are moved to our home from 
the center when they have reached 
a certain plateau and are not ready 
to go home or else have no home to 
which they can go. 

The nurse’s portion of the record 
also contains the activities of daily 
living testing chart; the patient is 
tested upon admission and then 
monthly thereafter. 

Record keeping is most important 
with this program especially in view 
of the fact patients are being trans- 
ferred between hospital, rehabilita- 
tion center home and nursing home. 

In conclusion medical records are 
important in nursing homes: 

1. To show continuity of services. 

2. To keep the physician informed 
of the patient’s condition. 

3. To transmit information about 
patients from one shift of nurses to 
another. 

4. To protect the business. Prop- 
erly kept records are considered 
legal proof when the physician, the 
family, the court or anyone ques- 
tions the care of a patient. 

5. It is necessary to have written 
and signed medical orders for med- 
ivations, treatment, diet and man- 
egement of individual patients to 
protect the patients, the nurses and 
the business. ‘ 
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At Akron City Hospital a 
drawer is assigned to each 
patient on the floor. 





Photo permission of the Detroit News 


FREE CATALOG of A-M cabinets 
for storing small articies 


Savings in time and space can help your hospital become better 
organized and more efficient. 


Akro-Mils small article storage cabinets can be used in supply 
rooms, offices, operating and emergency rooms, and nurses sta- 
tions. Perfect for storing surgical tools, supplies, drugs, office items 
and other small articles. 


CONTENTS ALWAYS NEAT, SANITARY AND VISIBLE 
A-M WRITE FOR FREE CATALOG 


AKRO-MILS CABINETS 
Box 989-HM2 ° Akron 9, Ohio 





















Environmental disinfectant — 
kills TB, strep, many other 
disease-producing 

bacteria, too. 

Powerful air refresher. 
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‘ MINTOL 


iB dle Mint-scented 


OTTTatictacelatmelite Mm Pl-tele lel delat 
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BRITEWAY 


Cleaner — Sanitizer 


Cleans, disinfects, 
deodorizes in the same 
application: cuts labor costs. 
Does not interfere with 


coefficient 6 conmectivity, 


| 


Write for descriptive folders 
to The C. B. Dolge Company, 


Westport, Connecticut ————————— 
2 WESTPORT, CONNECTICUT 





For more information, use yellow postcard inside back cover. 
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DRUGS ARE PUT INTO ORBIT WITH 
MAGAZINE Space Saver DISPENSER 


Placed at dispensing counter — the 
McKESSON MAGAZINE DISPENSER 
with fiberglass trays on inclined shelves, 
stores more than four times the usual 
number of faster-moving prepackaged 
pharmaceuticals— gives you finger-tip 
control of stock—dispenses automatically 
for a saving in time, steps and space. 
Easily movable partitions, a wide variety 
of trays and a step shelf at top for extra 
storage, allows full flexibility for pack- 
ages of various sizes and shapes. 




















AS ILLUSTRATED: Wall assembly No. 200 of 
the MCKESSON MAGAZINE DISPENSER 
comes with 30 fiberglass-reinforced plas- 
tic trays. The cabinet is 35” long, 16” wide 
and 47%” high. Each tray has two ad- 
justable partitions; extra trays available. 


ALSO AVAILABLE: With the Magazine 
Space Saver Dispenser is the MAGAZINE 
CABINET CUPBOARD BASE No. 250, 35” 
wide, 16” deep and 8214” high. The base 
has one adjustable shelf. 








CONQUER SPACE WITH COMPACT Control CABINET eae 


YOU CONTROL CAPACITY because there are adjustable trays 
inside the cabinet and on the outside doors to utilize wasted. 
space so often found in ordinary cabinets. 

YOU CONTROL FLEXIBILITY since trays are movable and inter- 
changeable to take care of a variety of storage space require- 
ments. Wide swinging doors give a clear view of cabinet contents. 
AS ILLUSTRATED: The McKESSON COMPACT Control CABINET 
is 35” W, 16” D and 30%” H. It comes with 20 adjustable steel 
trays with transparent plastic leading edges for visibility. 








FOR FURTHER INFORMATION on Hospital Pharmacy fixtures and planning, write Hospital 
Department, McKesson & Robbins Inc., 155 East 44th Street, New York 17, N. Y. 


Serving Americas Hospitals--- M°KESSON € ROBBINS 
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Many hospital administrators, consultants, architects and 
engineers across the country agree that the Centron-10 is a 
remarkable innovation in the economical integration and 
modernization of the hospital plant. There is no other system 
like it. 

THE NEW SURFACE-MOUNTED CENTRON-10 


The new surface-mounted Centron-10 is the modern way to up- 
date any hospital bedroom. The unique system provides totally 
integrated lighting for every seeing task—from glare-free general 
lighting to reading and examination lamps on extendable arms. 
It also consolidates the patient service equipment into a single, 
compact unit. 


Remodeling with Centron-10 eliminates the clutter of individ- 
ual services on the walls. It streamlines the appearance of the 
room and greatly reduces housekeeping problems. 


It can be installed with minimum “down-time” and minimum 
disturbance to hospital activity. It also means minimum loss in 
room occupancy revenue. 





SUNBEAM LIGHTING COMPANY 
777 East 14th Place, Los Angeles 21, California — 3840 Georgia Street, Gary, Indiana 








They all agree...Centron-10 modernizes with savings! 





oe 
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THE NEW SURFACE-MOUNTED CENTRON-10 . 
Centron-10 may be mounted directly to the surface 
of any type of wall construction. All service connec- 
tions may be external to the wall concealed by a 
shallow snap-on cover. 


Recognizing its importance to the hospital remodeling program, 
Centron-10 includes provisions for maximum compatibility with 


existing nurse-call and oxygen-vacuum systems. 


Write for bulletin F02 describing specific installation variations. 
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301 — Television/Nurse Call 
System 


® FEATURES a 19-inch, wall-mounted 
televiewer integrated with a tran- 
sistorized audio-visual nurse call. 
The patient using a “Tele-Mike”, 
which is the patient’s control center 
for TV, radio reception and for 2- 
way voice communication with the 
nurse, can converse with the nurse 





and get private answers to his re- 
quests. When the nurse answers a 
call the patient’s room number and 
bed designation are projected on a 
screen at the center of the Control 
Station, so the nurse knows in- 
stantly which patient is calling. 
Critically ill patients get priority. 
This system is capable of serving 
up to 396 beds before a second sys- 
tem is required. This system may 
be leased if desired. Full details up- 
on request. (Motorola/Dahlberg.) 


302 — Linen Inspection Table 





® TIME SAVINGS in hospital linen 
sorting, inspection and maintenance, 
are achieved with this new table. 
Made of st2el or stainless steel, the 
table frames a plate glass top over 
a bank of fluorescent lights. Linen 
is passed over the top and inspected 
for tears, breaks, or weak spots in 
a fraction of the time usually re- 
quired. The table is designed at a 
comfortable working height, en- 
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abling one person to handle even 
the large surgical drapes quickly 
and thoroughly. The table is avail- 
able in a wide variety of sizes as 
required by the individual hospital. 
(Maysteel Products, Inc.) 


303 — Bed Pillow 


= A NEW TYPE of urethane foam 
bed pillow designed to provide ex- 
tra sleeping comfort and health 
benefits. The pillow, which is wash- 
able and non-allergenic, is the re- 
sult of over a year of intensive 
research and development by the 
company. Because urethane foam, is 
non-allergenic, it eliminates aller- 
gies caused by dust, feathers, kapok 
and other types of fillings used in 
conventional pillows. Can be easily 
washed in hospital laundry. It is 
resilient and will not flatten out or 
become matted. (N. Sumergrade & 
Sons) 


304 — Public Address System 








® A NEW SYSTEM that is completely 
self-contained, portable and includes 
a lectern. The system is fully tran- 
sistorized, and battery-operated for 
maximum dependability and port- 
ability. Enclosed in a modern light- 
weight luggage-type carrying case, 
includes a microphone (with goose- 
neck stand), 10-watt amplifier, 10- 
inch heavy duty speaker, output 
for external speaker (when address 
crowds of over 600), output for 
a tape recorder, and phono/micro- 
phone inputs. Runs on 2 lantern 
batteries. Priced at about $149.95 
(less batteries) (Kinematix, Inc.) 





305 — Anesthalung 





™ AN IMPROVED mechanism for use 
in surgery has been developed to 
aid the anesthesiologist in control- 
ling rate and volume of patient’s 
breathing. The unit, is small — 
about the size of an “E” type oxygen 
cylinder — weighs 13 pounds. It can 
be attached to any standard anes- 
thetic machine or mounted in an 
anesthetic cylinder yoke, thus sav- 
ing space in the operating room. 
(National Cylinder Gas Division of 
Chemetron Corporation) 


306 — Wall- or Pole-Hung Waste 
Receptacle 


® THESE small waste receptacles, 
10” in diameter by 18” deep, may 
be mounted outside or indoors, on 
poles, walls, doors, dispensing ma- 
chines, or desks. Their ease of in- 
stallation, large capacity and ease 
of emptying make them ideal for 
spots where other waste receptacles 
are impractical. The receptacles are 
pilfer-proof, keep floors clear for 
maintenance, won’t disturb traffic 
flow, and have no sharp edges to 
snag clothing. (D. J. Alexander 
Corporation) 


307 — Headrest for Wheel Chairs 


™ A NEW FOAM CUSHIONED headrest 
that attaches to wheel chairs. The 
headrest cradles the neck and pro- 
vides firm, yet soft and gentle sup- 
port for the head. Relaxes the neck 
muscles and relieves strain. May be 
used for napping or TV viewing. 
The polished chrome frame attaches 
firmly to the wheel chair, yet allows 
collapsible chairs to be folded. Cor- 
duroy zippered covers are easily 
removed for washing and cushions 
come in six colors. Headrest may 
be adjusted to any size patient. 
Priced at $8.95. (Mark Mfg. Co.) 
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TH II 


You get 

¢ Benefits 
from the 
Airkem 


Program 
for 


Environmental 
Health! 


. Promotes a patient’s speedy recovery. 

. Removes mental burden on patient suffering 
from odorous disease. 

. Reduces incidence of cross-infection. 

. Improves worker morale and efficiency. 

. Helps hold and keep trained personnel. 

. Reduces work-load on maintenance staff. 

. Creates more favorable impression on visi- 
tors, enhances reputation in the community, 
improves public relations, increases hospital 
prestige. 

No mystery about the Airkem program. 

It goes to the heart of the problem — it 

cleans all surfaces, it kills microorganisms, 

it kills insects, it kills odors by counter- 
acting them and it creates a unique air- 
freshened effect. It is the only complete 
program of daily sanitation maintenance. 

No other program is “like it.” 

Procedures are simple, easy to establish. 

Just use the indicated Airkem products, 

in the proper way, in their proper places 

in the hospital. Result: a clean, odorless, 
agreeable and healthful environment 
throughout the building. Airkem matches 

a treatment to each air-space, each odor 

problem, each cleaning and sanitation 

task. Inquire! 


Oo w n= 


See opposite column for 
one specific Airkem benefit 


AIRKEM 

For a Healthier 
Environment through 
Modern Chemistry 
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Washington Bureau 


Continued from page 14 


look better than ever that H-B could 
get the full $211.2 million allowed 
under the act. In addition to in- 
creased funds, the Administration is 
contemplating an H-B amendment 
to create a category for moderniza- 
tion and renovation of urban hos- 
pitals. Other amendments consid- 
ered are: 1) an increase in H-B re- 
search funds from $1.2 million to 
about $8 million; 2) a consolidation 
of the “chronic disease” and “nurs- 
ing home” categories under Part G; 
3) a liberalization in requirements 
covering construction of rehabilita- 
tion facilities to permit smaller, less 
“comprehensive” units. 


SENATE HEARINGS on health in- 
surance have been delayed at least 
until fall by the Kefauver Antitrust 
and Monopoly Subcommittee. This 
headline-making group says they 
are definitely interested in airing 
the subject, but are just too busy 
right now exploding other bomb- 
shells. However, the Subcommittee 
will soon investigate the counterfeit 
drug business. Hospitals probably 
won't get dragged in, since larger 
institutions have so many checks 
and controls on their own drug 
purchasing. 


PEOPLE: Many top appointments at 
HEW reflect President Kennedy’s 
reliance upon the advice of Senator 
Lister Hill (D-Ala.), Capitol Hill’s 
unrivaled health and medical lead- 
er. For instance, PHS Surgeon Gen- 
eral Luther L. Terry (who also hails 
from Alabama) acknowledged that 
he wasn’t a party member and had 
never met the President prior to his 
dark horse appointment. Dr. Terry, 
49, last served as assistant director 
of the National Heart Institute. He 
knows the problems of hospital ad- 
ministration through long service in 
Public Health Service hospitals. 
Other top assistants to Secretary 
Abe Ribicoff bring widely diversi- 
fied backgrounds: Undersecretary 
Ivan Nestingen, 39, was mayor of 
Madison, Wis. and state chairman of 
the Citizens for Kennedy-Johnson 
committee. Assistant Secretary for 
Legislative Affairs Wilbur Cohen, 
47, is a fervent crusader for an el- 
dercare program tied to social se- 
curity and could prove to be the key 
man when Congress again debates 
this subject. Cohen served the So- 
cial Security Administration until 
1956, when he resigned to teach at 
Michigan University. Assistant Sec- 
retary for Federal and State Affairs 
James Quigley, 42, is a former Penn- 
sylvania Congressman. & 
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Hospitals 
are for 


Health! 


-».Lhat’s the impression you 
can make on patients, visitors 
and the community. 


You can see it in their faces. You hear com- 
ments in corridors. People notice when you 
get rid of “that hospital smell”—and pro- 
vide instead an agreeable air-freshened 
effect. 

This is a pleasurable end-result of the 
Airkem program for a healthier environ- 
ment through modern chemistry. Of vastly 
deeper significance is the daily cleaning, 
the daily disinfection that are part of the 
job that the Airkem program does. 


Every function of the Airkem program 
contributes to basic environmental health 
—and the good name of your hospital. No 
other sanitation maintenance program can 
match it, no other accomplishes so much, 
so quickly. Its beneficial effects are felt at 
once, by patients, hospital personnel, visi- 
tors. Through word-of-mouth, they reach 
into the community itself. 

Put the Airkem program to work as a full- 
fledged member of your public relations 
staff. It can help you and your department 
heads, your trustees, your fund-raisers. It 
can help convince the public that hospitals 
are for health. 






FREE! 


Handy pocket-size work- 
bottle for spot-cleaning 
of walls, floors, all surfaces. 

Mail this coupon today! . 


John Hulse, Airkem, Inc. Dept. HM-3 


atau) 241 East 44th St., New York 17, N.Y. 


Send representative to make free survey 
of our maintenance practices, demon- 
strate Airkem program and deliver free 
PFSST bottle to 














Name. 

Title. Hospital 

Address. 

City Zone. State. 
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FUNCTIONALLY 
DESIGNED 
FOR POST OP 
DRAINAG: 


GAUZE 
STITCHING / 


NONABSORBENT 
COTTON 


CELLULOSE 
(1 LAYER) 


COTTON RESERVOIR 


oO COTTON 


CELLULOSE (3 LAYERS) ing, GAUZE 
EET TT 


PLADS 


b SEAMLESS 


New Lamino pads afford the ideal bal- 
ance of cellulose for spreading drainage 
and high-grade cotton for greatest ab- 
sorbency. The new stitched gauze cov- 
ering provides a soft surface, yet is 
remarkably strong even when wet. 
This unique construction contains 
drainage, without puddling, more effi- 
ciently than with other pads, and sim- 
plifies handling after use. For moderate 
drainage, single Lamino pads, with 
nonabsorbent cotton to protect bed 
linens, can be used alone. For heavy 
drainage, several “all-absorbent” 
ino pads are recommended. 

Lamino pads are available in various 
sizes, or in rolls 8’’ x 20 yds. when pads 
of many different lengths are required. 
See your hospital supplies dealer about 
sizes and quantity prices. 
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THE SEAMLESS RUBBER COMPANY 


NEW HAVEN 3, CONN, 





Classified aOVERTISING 





Classified Advertisement Rates — 30c per word, minimum charge 
$5.00. Cash with order. Add four words to actual count for box number. 
Space rate per column inch $18.00. 

Deadline — first of month preceding issue date. 








POSITIONS OPEN 





ANESTHETIST: Nurse to cover surgery 
and O.B. in progressive upstate New York 
hospital. An ideal work situation for the right 
person; 5 days; 40 hours; liberal benefits; 
salary open. Write stating experience and 
salary desired to Personnel Director, Bene- 
dictine Hospital, Kingston, New York. 





HEAD DIETITIAN: 93-Bed general hospital. 
Purchasing, menu planning, supervision. 
Quarters available. Salary from $5,000. Reply 
direct: Administrator, CHELSEA MEMO- 
RIAL HOSPITAL, Chelsea 50, Mass. 





EXECUTIVE HOUSEKEEPER: Progressive 
upstate New York Hospital seeks man with 5 
years experience to head well established 
Housekeeping Department, 5 days; 40 hours; 
liberal personnel benefits; salary open. Write 
stating experience and salary desired to Per- 
sonnel Director, Benedictine Hospital, Kings- 
ton, New York. 


DIETITION needed for 93 bed JCHA ap- 
proved general hospital located on South 
Atlantic coast. Prefer ADA member with 
hospital experience. Good personnel policies. 
Salary open. Send resume, including refer- 
ences, experience, date available, and salary 
desired in first letter. Apply Miss Ruth M. 
Puehler, Administrator, Georgetown County 
Memorial Hospital, Georgetown, South Caro- 
lina. 








OBSTETRICAL SUPERVISOR: 200 bed, 
30 bassinet, 1300 delivery, upstate New York 
Hospital seeks experienced O.B. Supervisor. 
Excellent opportunity for right person to join 
staff of hospital that is willing to go “All the 
Way” for the qualified candidate. Write 
stating experience and salary desired to Per- 
sonnel Director, Benedictine Hospital, Kings- 
ton, New York. 





A reminder 
to help 
Red Cross 
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Interstate Medical Personnel Bureau 
333 Bulkley Building 
Cleveland, Ohio 
Miss Elsie Dey, Director 


POSITIONS WANTED 


BUSINESS MANAGER: Age: 34 years. 
BBA Degree, mid-western university. 5 years 
Office Manager, 175 bed western hospital. 
Any location. 


ADMINISTRATIVE ASSISTANT: BS. 
Degree, Hotel Administration, 1951. 7 years 
experience, Credit Manager, Personnel Ad- 
ministration and 2 years Administrative As- 
sistant, 400 bed Ohio hospital. 


ADMINISTRATOR: Degree, Business Ad- 
ministration. 8 years experience in 75-100 
bed eastern hospitals. New England or South 
considered. 


ADMINISTRATOR: F.A.C.H.A. M.S. De- 
gree, Hospital Administration. 10 years di- 
rector, private and municipal hospitals. Pre- 
fers Non-profit institution. Available. 


R.N. SUPERINTENDENT: B.S. Degree, 
Nursing Administration. 1 year’s course in 
Hospital Administration. 10 years experience, 
150 bed Michigan hospital. Prefers mid- 
western state. 


EXECUTIVE HOUSEKEEPER: Age: 34 
years. College credits. Completed course in 
Institutional Housekeeping. 6 years Hotel 
Housekeeping experience; past 3 years mid- 
western hospital. Prefers West or Northwest. 


CHIEF ENGINEER: B.S. Degree, M.E., 
1933. Experienced Properties Manager; main- 
tenance supervisor. 


POSITIONS OPEN 
ENGINEER: 350 bed hospital, Michigan. 


ASSISTANT ADMINISTRATOR: 100 bed 
eastern hospital. Accounting and Public Re- 
lations experience. 


OFFICE MANAGER: 350 bed mid-western 
hospital. (b) 275 bed Michigan hospital. (c) 
Auditor. 500 bed hospital, central states. 


ADMINISTRATIVE ASSISTANT: Large 
out-standing hospital, western university city. 
(b) 175 bed hospital, Iowa. 


ADMINISTRATOR: 130 bed hospital, Ohio. 


DIRECTOR, NURSING SERVICE: 150 bed 
private hospital. (b) 200 bed hospital, near 
Philadelphia. (c) 350 bed mid-western hospital. 


EXECUTIVE HOUSEKEEPER: Male. 200 
bed hospital, New York. (b) Sisters- Hospital, 
mid-west; west. 





MISCELLANEOUS 





WANTED: Surplus Catagut in tubes. Write: 
W. F. Harlton, Jr., PO Box 412, Detroit 32, 
Michigan. 


HOSPITAL MANAGEMENT 





> 


Ss 


Kopp Aw 


=oe Ad 


+ 
3 


eH tT aw 








OUR 65th YEAR 


] ] MEDICAL 
WOODWARD esses 
[ BUREAU 
FORMERLY AZNOES 


185 \.Wabash-Chicago, IT. 


Pipers genet arenes Ampere we 
wlek tlstitobtes, come katy o camber 






POSITIONS OPEN 


ADMINISTRATORS: (a) W/academic & int 
med background; dir educ prog, 200-bd full- 
apprvd hsp; about $20,000; univ city; So. 
(b) MHA, top flight; dir 750-bd med schl 
affil hsp; lge city; excel sal E. (c) 375-bd 
full accred tchg hsp; pref FACHA; lge city; 
E. (d) W/degree and/or tu status ACHA; 
250-bd JCAH gen; excel sal univ twn; SW. 
(e) New 200-bd gen hsp; about $18,000; 
attract suburb, Ige univ city; MW. (f) 175- 
bd JCAH gen; $15-17,000 nr Boston. (g) 
110-bd JCAH; $10-$15,000; S. (h) New 70-bd 
nursing home; sal open; E. (i) Asst dir, 
very lge tchg facil, 4 unit $18-$20,000; W- 
coast, (j) Asst dir w/5 yrs exper accnty & 
MHA; 1300-bd gen; $9-$12,000; S. Atlantic. 
(k) Asst adm, pref female w/degree; 400-bds; 
sal open; MW. (1) Asst adm w/degree, 350- 
bds; N-Mid-E. (m) Asst adm, capable of re- 
placing adm in time; 325-bds; $10,000; SW. 
(n) Asst adm w/degree; new post; 275-bds; 
$7500-$10,000; S-Atlantic. (0) W/degree & 5 
yrs exper; 225-bd med univ affil tchg gen; 
sal open; E. (p) Asst adm; 100-bd JCAH; 
NE. 


ADMINISTRATIVE POSITIONS: (q) Jr 
asst adm; w/MHA;; reqs abil to integrate sev 
depts of lge hsp; to $9,000; NW. (r) Adm 
asst, very Ige hsp; sal to $8,000; W-coast. 
(s) Adm asst; female; 175-bds; sal open; 
Mid-E. (t) Compt, 425-bd full acerd hsp; 
MW. (u) Personnel dir; 325-bd tchg hsp; 
good sal; E. (v) Dir, Purchasing & Issuance 
depts; 425-bds; sal open; Mid-E. 


POSITIONS WANTED 


ADMINISTRATION: 36; FACHA; 4 yrs 
asst Supt, 350-bd hsp; 5 yrs, Adm, 300-bd 
rsrch hsp; seeks assn w/lge univ affil hsp; 
MBA, U of Chgo; recommended. 


ASSISTANT ADMINISTRATORS: (a) 35; 
6 yrs chief PT; 100-bd child’s hsp; 4 yrs 
adm res, adm asst, asst adm, same 500-bd 
univ hsp; seeks lgr hsp, NACHA (b) 37; 
BS; MSHA: FAHA; 2 yrs adm asst 550-bd 
gen; seeks post w/respon & authority; any 
loc (c) 25; BA: MSHA; 1 yr adm res, 225- 
bd gen; 1 yr adm asst 225-bds; seeks adm 
w/more opport gaing exper; MW or So (d) 
26; BS; MBA, in hsp adm; 1 yr adm res 
550-bd univ hsp; 2 yrs adm asst, city hsp 
controll, & adm of 50-bd gen; seeks post 
w/opport for advancment. 


ANESTHESIOLOGIST: 46; 6 yrs success- 
ful priv pract before specializing; 6 yrs dir, 
anes, 250-bd hsp; seeks lger community hsp 
or tchg hsp w/acad rank; Dipl. 


PATHOLOGIST: Univ trnd; exceptional 
exper; since 1956, chief 350-bd hsp; Dipl, 
both branches. 


RADIOLOGIST: Dipl, diag & ther; 5 yrs 
assoc rad, 500-bd hsp; seeks chief shp, small 
or med size hsp; Mid 30s. 





FOR SALE 





BRONZE AND ALUMINUM PLAQUES. 
Name Plates and Donors Tablets. For lowest 
prices, write for free pamphlet. ARCHITEC- 
TURAL BRONZE & ALUMINUM Corp., 
3638 W. Oakton St., Skokie, Ill. 
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Successful Management 


by Robert J. House, Ph.D. 


Assistant Professor of Management 
Department of Business Organization 
The Ohio State University 


™ EVERY PERSON who manages others 
is responsible to them for the estab- 
lishment of a work environment 
which wiil allow the subordinates to 
develop themselves. After recogniz- 
ing that development is basically 
self-development but also that this 
self-development can be encouraged 
or retarded by the practices of ones 
superior. 

The following basic guides should 
be followed to assure that optimum 
development takes place: 

Establish clear definitions of the 
authority, responsibility and ac- 
countability of all managers. 

Evaluate good subordinate man- 
agers on the basis of work perform- 
ance and results rather than general 
personality traits or characteristics. 

Counsel your subordinates peri- 
odically. 

Coach and guide your subordin- 
ates on a daily basis. 

Concentrate on future results 
rather than past errors, and empha- 
size strengths as well as weaknesses. 

Offer subordinates an opportunity 
to perform independently so that 
they can stretch their abilities and 
see their job as an ever-growing 
challenge. 

Be willing to invest a little time in 
management development now so 
that you and your subordinates will 
be able to do a better job, in less 
time, in the future. a 


—From a presentation at the an- 
nual meeting, American Dietetic As- 
sociation, Cleveland. 


A Practical Manual on the Medi- 
cal and Dental Use of X-Rays 
with Control of Radiation 
Hazards 


by Richard H. Chamberlain, M.D. and 
Robert J. Nelson, D.D.S. and the American 
College of Radiology. pp 31, 25 cents. 


® COLORFULLY ILLUSTRATED this 
booklet is divided into two sections. 
The first on Radiation and Its Haz- 
ards covers effects on the human 
body, sources of exposure and ra- 
diation dose and control. The sec- 
ond part on Practical Procedures 
includes chest fluoroscopy, dental 
radiography, abdominal and pelvic 
radiography, examinations of the 
extremities and other’ procedures. 
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by SEAMLESS 





We know why doctors and nurses 
like PRO-CAP adhesive . . . there’s 
no slipping, minimum irritation, 
and it’s easy to handle . . . PRO- 
CAP pulls off the roll easily, sticks 
faster and stays stuck. Patients, 
too, like PRO-CAP because it stays 
firmly in place as long as needed— 
without itching—and leaves no 
gummy residue. 

PRO-CAP, the adhesive contain- 
ing fatty acid salts*, gives your doc- 
tors, nurses, and patients the most 
efficient, comfortable and econom- 
ical quality tape available. 


*Zinc propionate; zinc caprylate. 
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r patient... 


int of distressing 
testinal upset, 
plief of gastro- 





hi edema, pruritus, coryza ¢ antispasmodic action affo 
intestinal spasm, abdominal pain, nausea, vomiting. 


BENADRYL Hydrochloride (diphenhydramine hydrochloride, Parke-Davis). Kapseals® of 50 mg.; Capsules of 25 mg.; Emplets® 
(enteri ted tablets) of 50 mg.; in aqueous solutions: I-ce. Ampoules, 50 mg. per cc.; 10- and 30-cc. Steri-Vials,® 10 mg. per ce. 
with 1:10,000 benzethonium chloride as a germicidal agent; Elixir, 10 mg. per 4 cc.; 2% Ointment (water-miscible base); Kapseals 
of 50 mg. BENADRYL HEI with 25 mg..ephedrine sulfate. INDICATIONS: Allergic diseases such as hay fever, allergic rhinitis, 
urticaria; angioedema, bronchial asthma, serum sickness, atopic dermatitis, contact dermatitis, gastrointestinal allergy, vasomotor 
~ Thinitis, physical alleen allergic transfusion reactions, also postoperative nausea and vomiting, motion sickness, parkin- 
sonism, and ¢ ly disturbed children. Parenteral administration is indicated where, in the judgment of the physician, 
prompt action is be inadequate. DOSAGE: Oral—adults, 25 to 50 mg. three or four | times daily. 
Children, 1 or 2 times daily, Parenteral —10 to 50 a. or deeply mais Ne 
not to exceed 400 n : ' : 

asthma, and status asthmaticus. P 
than 100 mg. should be.ayoid 
cautiously with hypno 
alertness or rapid, ace 
applied te extensively denuded or } 
subject to the same e¢ontrai 
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To protect against 
occurrence ana extension 


of thrombosis 





heparin sodium injection, U.S.P. Aqueous 
for intravenous or subcutaneous use 


Heparin is the only substance that 
~ has anticoagulant, antithrombotic 
and antilipemic action. Heparin 
also reduces blood viscosity ele- 
_ vated by serum lipids' and in- 
creases oxygen transfer to tissues 
during alimentary lipemia.’ 


1, California Med. 91:327 (Dec.) 1959. 
2. Clin. Res. 7:388, 1959. 


Northridge, California 
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From the 


consuLtants notés00k SSS 


by E. M. Bluestone, M.D. 


As a hospital administrator I was always prepared 
to approve, and even encourage, petty gambling by 
convalescent patients in recreation rooms but, on one 
condition — that no one lose in the course of the play- 
ing! 

© 

The learning process in hospitals, as everywhere else, 
depends on attendance and continuity, listening power, 
receptiveness, memory, and the constructive interpre- 
tation of the material taught. The test of its effective- 
ness must be sought in subsequent practice and cannot 
altogether be evaluated in class. 

& 

Here is a hint for you: when in doubt as to the best 
way of dealing with a geriatric problem (socially or 
medically) ask yourself what you would do if the 
patient were younger — and do it! 

6 

Here is another hint for you: if you are in doubt as 
to the best way of dealing with an extra-mural patient 
(I am referring to Home Care) ask yourself what you 
would do if he were an intra-mural patient (in the 
hospital) — and do it! 

@ 





A WHOLE NEW WAY TO CLEAN 


FLOORS: --WALLS 


and hand-dust too with 
es NViacslinn’ 


CLEANING 
CLOTHS... 


SWEEPING TOOL 


*FIRE RETARDANT & 
CONTAINS A GERMICIDE 


MASSLINN is the Registered Trademark for Chicopee’s Non-Woven Fabric 
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For more information, use yellow postcard inside back cover. 








I enjoy writing this column for several reasons, 
among them the fact that the editor (with only one 
exception for which he was not responsible, when some 
one in the editorial office had what he thought was a 
good bon-mot and stuck it into my column) does not 
“edit” my stuff and lets me have the full responsibility 
for it. I can tell you from long experience in this game 
that all editors aren’t that way. 

Ed. Note: Who can improve on the master? 
e 

The administrator who expects size to express his 
idea of comfort and price his idea of value is kin to 
the one who expects uselessness after a fixed calendar 
age. 

2 

You may play the administrator in the presence of 
your subordinates but, please, never in the presence of 
your patients (or your wife)! 

e 

There is no room in the hospital for a “boss,” even 
if he is a transcendent genius as trustee or physician. 
“Noblesse oblige” is a good motto here. 

e 

The environment will respond to your hospital if 
your hospital will respond to its environment. Philan- 
thropy has never permitted the bankruptcy of a re- 
sponsive hospital in this country. That’s why we don’t 
have State Medicine. 

-@ 

If you are lucky enough to be the administrator of 
a general hospital, don’t look down your nose at the 
peripheral medical care executives who surround you. 
If they were not there you might be vulnerable to 
criticism on the ground that you are doing an incom- 
plete job. 

e 

Remember that we are living in an era of rapid 
medical change and there is no likelihood that the 
hands of the clock will be turned back. The specialties 
in your hospital, for example, will not be the same ten 
years from now as they are to-day. The history of the 
last ten years will support this point. Keep thinking! 

e 


When the time comes that you lose productive per- 
sonal contact with each patient in your hospital and 
start getting severe in the enforcement of rules, you 
will know that your hospital is too large for its mission 
on earth. 

e 

If there is no other way of getting the boon of indi- 
vidualized care for the patients in your hospital you are 
justified in calling their families in to help you in this 
therapeutic objective. They will, naturally, ask for this 
much and seldom ask for too much. It is another ad- 
ministrative method of playing safe. 

@ 

I know that I have been asking a great deal of you 
in this column in recent years, my friends, but what I 
want most of you is that you do the best you can at 
all times. To be sure, there will be occasional obstacles, 
and for a variety of reasons, but I repeat — do the 
best you can! No one can ask more of you. 

e 
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